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EFFECTS OF TOBACCO AND WHISKEY ON THE 
CARDIOVASCULAR SYSTEM 


Henry I. Russek, M.D., Staten Island, N. Y., Burton L. Zohman, M.D., Brooklyn, N. Y. 
and 
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Although there is no convincing proof that tobacco 
directly causes or intensifies the average case of angina 
pectoris, it is common practice for physicians to advise 
against its use in all patients suffering from this affliction. 
There is still considerable difference of opinion as to 
whether or not the use of tobacco is harmful to patients 
with coronary artery disease. Thus, Levy and associates ' 
maintain that cigarette smoking causes only slight changes 
in the circulation and does not significantly increase the 
work of the heart. Because of the enjoyment afforded 
and the emotional satisfaction obtained, they believe that 
patients with inactive forms of heart disease should be 
permitted to smoke in moderation. Boas* also asserts 
that tobacco is not nearly as harmful to patients with 
coronary artery disease as is popularly supposed. It is 
true that there are no valid experimental data on the 
effect of nicotine on the coronary arteries or on the heart, 
but numerous investigations have clearly shown an aug- 
mentation of the systolic and diastolic blood pressures, 
heart rate, and basal metabolic rate in response to smok- 
ing. Many observers have recorded a decrease in the 
height of the T wave of the electrocardiogram, and occa- 
sionally tobacco appears to precipitate paroxysms of 
angina pectoris in susceptible persons. Tobacco has been 
proved harmful in thromboangiitis obliterans and exerts 
well-known vasoconstrictive effects on the peripheral cir- 
culation even in normal subjects. These observations have 
led some to believe that smoking may exert an adverse 
influence on coronary circulation. From such belief, 
Stroud * has long advocated simultaneous indulgence in 
alcohol for those using tobacco on the theory that the 
“coronary vasodilator” effects of the former may coun- 


teract the “coronary vasoconstrictor” effects of the latter. 
Unfortunately, there is as little valid evidence that alcohol 
increases coronary blood flow as there is that tobacco 
reduces it. Studies in our laboratory have actually shown 
that alcohol is ineffective in preventing the electrocardio- 
graphic signs of myocardial anoxia induced by a standard 
exercise test in patients with coronary disease.* Further- 
more, alcohol does not nullify but increases the tendency 
to tachycardia and ectopic beats frequently induced by 
tobacco. 

Other observers acknowledge the possibility of a direct 
action of nicotine on the heart muscle fibers but reject 
coronary vasoconstriction as a factor in the causation 
of electrocardiographic changes. Laubry and his co- 
workers ° have shown that tobacco or nicotine in small 
amounts actually increase the coronary flow in the iso- 
lated rabbit’s heart and that toxic doses are necessary to 
produce vasoconstriction. Graybiel and associates,* hav- 


ing observed that amyl nitrite failed to influence the. 


T-wave changes induced by smoking, concluded that 
these alterations are the result of parasympathetic paral- 
ysis and sympathetic stimulation, an effect closely simu- 
lated electrocardiographically by administration of atro- 
pine. These authors attribute the occasional instances in 
which attacks of angina pectoris are precipitated by 
smoking (tobacco angina) to sudden increase in the 
work of the heart (as shown by the increase in heart 
rate or blood pressure or both) rather than to coronary 
vasoconstriction. In sharp contrast, Davis and associates ” 
have suggested that changes in the ballistocardiogram 
produced by smoking may be the result of nicotine action 
on the hypothalamic—posterior pituitary axis, with result- 
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ant release of vasopressin (Pitressin), which acts as a 
coronary vasoconstrictor. It is therefore not clear at pres- 
ent whether the cardiovascular effects of nicotine are 
primarily dependent on coronary vasoconstriction, gener- 
alized vasoconstriction, direct myocardial effect, the 
characteristic action of nicotine on cardiac ganglions, or a 
combination of these factors. 


RESPONSE TO NICOTINE 


Although it has been claimed that variations in re- 
sponse to nicotine are as large in normal persons as in 
those with cardiovascular disease ' and that they depend 
to a greater extent on individual susceptibility than on the 
presence of disease, considerable data now exist to show 
that patients with disturbances in coronary circulation are 
more frequently sensitive to the effects of nicotine. In 
dogs after ligation of a coronary artery only one-fourth 
as much nicotine is required as before ligation to produce 
marked electrocardiographic changes. More recent evi- 
dence also suggests that tobacco may have a profound 
effect on the heart in patients with coronary disease.* In 
such cases it has been noted that there is a striking tend- 
ency for the ballistocardiographic response to deteriorate 
after smoking, in contrast with the usual absence of 
change in normal subjects. Moreover, in many patients 
showing significant changes after smoking, definite sub- 
jective improvement frequently accompanied by progres- 
sive ballistocardiographic improvement has been reported 
after abstinence from the use of tobacco.** 

It is well known that many persons do not use tobacco 
or discontinue smoking because of unpleasant symptoms 
such as sweating, dizziness, headache, tachycardia, or 
extrasystole. In healthy subjects with hyperreactive blood 
pressure or with unusual sensitivity to nicotine, marked 
changes may be observed in the blood pressure, heart 
rate, electrocardiogram, and ballistocardiogram as a re- 
sult of smoking. In large amounts or in susceptible per- 
sons the smoking of tobacco may also excite sinoauric- 
ular tachycardia, premature contractions, or paroxysmal 
tachycardia. Cases of “tobacco heart” are not due to 
underlying cardiac disease but represent a state of func- 
tional derangement of this organ. Thus, Graybiel and 
associates ° have reported the case of a healthy young 
man in whom electrocardiograms taken after the inhala- 
tion of tobacco smoke showed well-marked inversion of 
the T waves in leads 2 and 3, while at other times the 
T waves were upright and of normal amplitude. Inasmuch 
as the only symptom in this instance was dizziness on 
smoking associated with T-wave inversion for two min- 
utes following such indulgence, the diagnosis of “tobacco 
heart” was reached without difficulty. However, since 
precordial discomfort is a common accompaniment of 
functional derangement of the heart due to nicotine and 





8. (a) Mandelbaum, H., and Mandelbaum, R. A.: Studies Utilizing the 
Portable Electromagnetic Ballistocardiograph: II. The Ballistocardiogram 
as a Means of Determining Nicotine Sensitivity, Circulation 5: 885-891 
(June) 1952. (b) Caccese, A., and Schrager, A.: The Effects of Cigarette 
Smoking on the Ballistocardiogram, Am. Heart J. 42: 589-596 (Oct.) 1951. 
(c) Davis and others.’ 

9. Haag, H. B.: The Physiologic Activity of Cigarette Smoke Solutions 
as Related to Their Nicotine Content, J. Lab. & Clin. Med. 25: 610-618 
(March) 1940. 

10. White, P. D.: Heart Disease, ed. 3, New York, the Macmillan Com- 
pany, 1944, p. 534. 

11. Roth, cited by Beck, L. C.: Highlights of the Meeting of the Ameri- 
can Therapeutic Society, Proc. Staff Meet. Straub Clin. 19: 125-128 (Sept.) 
1953. 
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since, as will be shown, persistent electrocardiogr: phic 
alterations simulating coronary disease may result ‘rom 
its continued use, difficulties in diagnosis may arise ii the 
latent potentialities of this drug are not kept in mind. 

Haag° has demonstrated in animals that the rises in 
blood pressure and vasoconstriction caused by the intra- 
venous injection of solutions of tobacco smoke are pro- 
portional to their nicotine content. The superiority of 
denicotinized cigarettes as compared to regular brands 
for persons sensitive to tobacco, however, has not been 
widely accepted. White *° has maintained that the de- 
nicotinized variety is much less likely to disturb the heart 
in healthy persons who are sensitive to tobacco, but other 
observers have found no appreciable difference, in man, 
between the reactions to smoking regular cigarettes and 
those partially denicotinized by a commercial process. 
Levy' has reported no significant statistical differences 
between the response of those who smoked regular cig- 
arettes and those who smoked denicotinized brands. 
Roth "! recently asserted that the average “denicotinized” 
cigarette produces the same physiological changes as an 
ordinary cigarette as determined from studies of skin 
temperature, blood pressure, electrocardiogram, and 
basal metabolic rate. 

In the present study an evaluation was made of the 
response to nicotine in two groups of subjects: (1) nor- 
mal persons, accustomed to the use of tobacco, with un- 
explained precordial pain or with a history of symptoms 
on smoking such as dizziness, palpitation, and nausea, 
and (2) patients with known coronary disease showing 
deterioration in the form of the ballistocardiogram after 
smoking. Regular and commercially “denicotinized” cig- 
arettes were used. Changes in heart rate and blood pres- 
sure and alterations in the form of the electrocardiogram 
and ballistocardiogram were carefully noted. In selected 
cases an attempt was made to modify the response to 
nicotine by administering glyceryl trinitrate (nitroglyc- 
erin) and whiskey, respectively, just before or after the 
smoking of a cigarette. 


MATERIAL, PROCEDURE, AND METHODS 


Clinical Material_—Observations were made on 65 
subjects. Of this number 28 were normal persons, all 
habitual smokers, ranging in age from 21 to 60 years; 
the average was 42 years. Nine of these 28 subjects 
sought medical aid because of persistent precordial dis- 
comfort that they interpreted as possibly being related 
to the heart. The remaining 19 were selected from 4 
group of 96 healthy persons, all confirmed tobacco ad- 
dicts, as a result of having given on interrogation a histor) 
of cerebral, cardiac, or gastrointestinal symptoms on 
smoking. There were 37 patients with coronary disease 
ranging in age from 42 to 70 years; the average was 54 
years. In the latter group 18 suffered from angina pec- 
toris and 8 had sustained previous myocardial infarction 
Six were nonsmokers, 10 smoked occasionally, and 2! 
were heavy smokers. Two hundred eighty-four smoking 
tests were performed on the total group of 65 persons 
in this study. 

Procedure and Methods.—The tests were carried ou! 
after a 30 minute rest period, with the subject in the 
recumbent position on the ballistocardiograph table. The 
person to be tested was asked not to smoke for at leas! 
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two flours preceding the test. After the blood pressure 
and pulse rate reached steady values, a control electro- 
cardiogram and ballistocardiogram were taken. The 
Dock-type ballistocardiograph was used. A cigarette was 
then smoked, with the subject puffing at his habitual rate 
and inhaling or not as was his custom. Almost all the 
subjects inhaled. The average time required to smoke 
about four-fifths of the cigarette was about seven minutes. 
Electrocardiograms and ballistocardiograms were made 
at frequent intervals after the completion of smoking and 
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Fig. 1.—A, electrocardiogram of patient in case 1 after smoking 20 
cigarettes daily. Note S-T segment depression and diphasic T waves in 
leads 2, 3, and AVF. Blood pressure at reading 140/70 mm. Hg, heart rate 
130 beats per minute. B, normal tracing after abstinence from tobacco for 
one week. Blood pressure at reading 96/60 mm. Hg, heart rate 96 beats per 
minute. 


a careful record kept of the blood pressure and heart 
rate during this period. The brands of regular cigarettes 
varied according to the taste of the smoker. Only one 
make of “denicotinized” cigarette was employed, and 
the supply was purchased on the open market. It was 
stated by the manufacturer that about 51% of the nico- 
tine had been removed from the tobacco. 


RESULTS 

Normal Groups.—After smoking a regular cigarette, 
25 of the 28 apparently healthy subjects had an increase 
in heart rate that averaged 18 beats a minute, 2 a decrease 
that averaged 10 beats a minute, and one no change. 
Twenty of the 28 had an increase in arterial blood pres- 
sure that averaged 16 mm. Hg systolic and 10 mm. Hg 
diastolic, 5 had a decrease averaging 11 mm. Hg systolic 
and 2 mm. Hg diastolic, and 3 had no change. Sixteen 
of the 28 persons in this group had significant electro- 
cardiographic changes other than variation in heart rate; 
10 of the 16 had a history of symptoms on smoking, and 
15 had symptoms while the test was being done. The com- 
monest electrocardiographic change was a decrease of 
from 1 to 5 mm. in amplitude of the T wave in lead | 
or 2, which was observed in 13 instances. In the remain- 
ing three cases there were either minor changes in the 
P-R interval or in the amplitude of the QRS complex. 
Of special interest were the findings in two patients in 
whom smoking produced significant S-T segment depres- 
sion and inversion of the T waves in various leads, 
changes closely simulating those seen in instances of 
coronary insufficiency. In both cases the complaint of 
persistent precordial pain together with the discovery of 
electrocardiographic abnormalities had previously re- 
sulted in a diagnosis of coronary heart disease. One of 

these cases will be reported in detail. 
lyceryl trinitrate, 445, grain (0.4 mg.), was ad- 
ministered sublingually just before or immediately after 
smoking in eight patients who showed significant changes 
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after smoking. No significant improvement in the elec- 
trocardiographic pattern or ballistic form was observed 
in any of these patients as a result of the administration 
of this drug. “Denicotinized” cigarettes were compared 
to regular brands by noting differences in the response 
after smoking in 12 patients. In 10 of the latter, the 
changes in blood pressure and heart rate and the abnor- 
malities in the electrocardiogram and ballistocardiogram 
were found to be of considerably lesser magnitude when 
“denicotinized” cigarettes were used. The following case 
illustrates some of the characteristic findings. 


REPORT OF A CASI 

A 21-year-old woman complained of palpitation and a sense 
of pressure over the precordium intermittently for a period of 
one year. She smoked 20 cigarettes and drank three to four 
cups of coffee daily. Past history was irrelevant. Previous ex 
amination at a naval hospital had resulted in a diagnosis of 
coronary insufficiency. The patient was tense and nervous, with 
a warm, moist skin. The heart rate was 126 beats per minute, 
and there was a normal sinus rhythm. No murmurs were heard 
Blood pressure was 120 mm. Hg systolic and 60 mm. Hg dias 
tolic. The electrocardiogram (fig. 14) showed S-T segment de 
pression and T-wave inversion in leads 2, 3, and AVF. EFlectro- 
cardiographic diagnosis was coronary insufficiency. Because of 
the patient’s youth and the fact that her chest discomfort was 
unrelated to effort or excitement, the possible role of tobacco 
was considered. The patient was asked to discontinue the use 
of tobacco and to return in one week. The electrocardiogram 
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Fig. 2.—Comparison of changes in electrocardiographic leads 2 and 
and in the ballistocardiogram in patient in case 1 with ordinary and 
“denicotinized”’ cigarettes. Note the more rapid return to control findings 
with denicotinized cigarettes 


taken on her return (fig. 1B) showed none of ‘the previous ab 
normalities and was essentially a normal tracing. Cigarette tests 
were then performed to determine the immediate effects of nico 
tine on the electrocardiogram and ballistocardiogram. Figure 2 
shows the effect of smoking ordinary and “denicotinized” cig 
arettes, respectively, on electrocardiograph leads 2 and 3 and 
on the ballistocardiogram. It can be seen that the smoking of 
an ordinary brand cigarette caused inversion of the T waves 
in leads 2 and 3 that persisted for a period of more than one 


hour as well as deterioration of the ballistocardiogram for a 
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similar interval. When a “denicotinized” cigarette was smoked 
these changes were observed for a considerably shorter period 
of time, disappearing after 20 minutes. The administration of 
0.4 mg. of glyceryl trinitrate sublingually, immediately before 
or after smoking failed to prevent or modify these changes. 
Total abstinence from tobacco has resulted in complete dis- 
appearance of all symptoms and electrocardiographic and 
ballistocardiographic abnormalities. 
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Fig. 3.—Recordings after Master two-step test in patient in case 2. A, 
without premedication; B, five minutes after sublingual administration of 
0.6 mg. of nitroglycerin; C, five minutes after ingestion of 60 cc. of 
whiskey. Note failure of whiskey to improve exercise response. T. I. = 
time interval, in minutes, between medication and beginning of test. 


This case illustrates (1) the erroneous diagnosis of 
coronary disease in a young patient with hypersensitivity 
to nicotine, (2) the persistence of marked abnormalities 
in the electrocardiogram and ballistocardiogram for more 
than one hour following the smoking of an ordinary cig- 
arette, (3) the relationship of nicotine dosage to the 
severity of signs and symptoms of tobacco sensitivity, 
and (4) the lack of coronary vasoconstrictor action of 
nicotine, as shown by the failure of glyceryl trinitrate to 
alter the electrocardiogram and ballistocardiogram after 
smoking. 

Subjects with Coronary Disease.—After smoking a 
regular cigarette, 30 of the 37 patients in this group 
showed an increase in heart rate that averaged 12 a 
minute, 4 a decrease that averaged 7, and 3 no change. 
Thirty-four of the 37 had an increase of arterial blood 
pressure that averaged 11 mm. Hg systolic and 7 mm. 
Hg diastolic; 3 showed little or no change. Eighteen of 
the 37 patients with coronary disease had significant 
deterioration in ballistocardiographic patterns after the 
smoking of a regular brand cigarette. Significant changes 
in the form of the electrocardiogram were not observed 
in any of these subjects. In 15 there were slight and vary- 
ing alterations in the T waves, of which the most frequent 
was diminished amplitude in leads 2 and V,. Of the 18 
patients who showed ballistic deterioration as a result 
of smoking, 16 reverted to normal within 10 minutes, 
8 within 5 minutes, and 3 within 2 minutes. “Denicotin- 
ized” cigarettes were smoked by 12 of the 18 patients who 
showed “sensitivity” to nicotine as reflected in the bal- 
listocardiogram. Distortion of the ballistic pattern was 
just as marked in 10 of these 12 patients whether “de- 
nicotinized” or ordinary brands were smoked. In the 
remaining 2, slight improvement was noted. Glyceryl 
trinitrate, 0.4 mg. given sublingually, had no signifi- 
cant effect on the response to tobacco smoking. Only 2 


J.A.M.A., Feb. 12, 1» 


nm 
nm 


of the 18 patients showed slight improvement in ball).-tic 
form compared to controls when glyceryl trinitrate yas 
administered immediately after smoking a cigarc'tte. 
Whiskey (Scotch or rye), on the other hand, in the 
dosage of 1 to 2 oz. (30 to 60 cc.) improved significantly 
the ballistic response to smoking in 8 of the 18 patients, 
The following case illustrates some of these findings. 


REPORT OF A CASE 


A 57-year-old white man complained of angina of effort, 
which developed after recovery from an attack of acute myo- 
cardial infarction two years previously. Although the electro- 
cardiogram with the patient resting had reverted to normal, the 
Master two-step test showed typical S-T segment depression and 
T-wave inversion in the postexercise tracings indicative of coro- 
nary insufficiency (fig. 3A). When the same test was performed 
five minutes after the administration of 1/100 grain (0.6 mg.) of 
glyceryl trinitrate a normal exercise response was apparent 
(fig. 3B). In sharp contrast, the administration of 60 cc. of 
whiskey five minutes prior to exercise failed to prevent the 
electrocardiographic changes seen in control studies (fig. 3C). 
These observations as well as similar findings in other cases 
indicate that whiskey does not improve coronary circulation or 
prevent the development of myocardial anoxia. With this in 
mind additional studies were undertaken with the ballisto- 
cardiograph. Figure 4 shows the effect of smoking an ordinary 
cigarette on the ballistocardiogram in this patient. Marked de- 
terioration in ballistic form is seen in the tracing recorded § 
minutes after smoking (fig. 4B), with gradual return to the con- 
trol pattern after 20 minutes (fig. 4C and D). When the cigarette 
test was performed immediately following the ingestion of 60 
cc. of whiskey, however, no deterioration was observed in the 
ballistocardiographic pattern (fig. 5); on the contrary a tempo- 
rary increase in the amplitude of the ballistic waves was noted 
(fig. 5B). In sharp contrast, glyceryl trinitrate failed to modify 
favorably or prevent the ballistocardiographic changes seen 
after smoking. Similarly, when “denicotinized” cigarettes were 
employed the findings were almost identical to those observed 
with ordinary brands. 


The demonstration in this case that whiskey did not 
improve the response to the Master two-step tests pro- 
vides evidence that whiskey, unlike glyceryl trinitrate, 



























































































































































i ; i 
i. oF aeart 
== i } : 
= z= z f = = ey ‘ at LES ad 
ae a FS ep SS = a SH: SS 5 $54 ¥ i 
t 4- = 4 ; Sata | oS It : SS oT Se 
ed Si Te ee: ; f ae Se! = Eg 2 : ; ef H 
4 Rs th WS Se SS F + $3 Dy ee | 
eT | 
7 =z Bg pez, 5 : sas cosas 
- Sia BEe == eu Sass eRBeSar 
2 f= oS + ar: OE: + = S253: . j 
3. SS SRE Se See = — i! $s ce 
> 3 | — 4 
: = = 5: : v ‘. 
ag Ss BS nS = =f 3 = =: E 4-3 i as ape 
B = FS ee == ES —: = i : : 
ts 5 5 .- = = =3 = ; $ + 
* = eG Se eS e = “S22 RS SS: 
= SSege- == >oae 
3 ij +1 = 
g 253: : = 2 = SS 
pc= == i i in BE 32 = 3 : —s=| 
a : = - == 
2 = Ee oe ee Seo = { 4 =F 
SE == S238 — S2 = 33 
¥* + a as 
Diz ; . ee I + : $ T . : 


Fig. 4.—Effect of smoking ordinary cigarette on the ballistic pattern in 
patient in case 2. A, before smoking; B, C, and D, 5, 10, and 20 minutes 
after cessation of smoking. Note grossly abnormal form in B. 


does not improve coronary circulation. However, the par- 
adoxical finding that whiskey prevented ballistic changes 
induced by smoking, whereas glyceryl trinitrate failed to 
do so, requires explanation. 
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COMMENT 


I the medical literature of a generation ago much was 
written about “toxic anginas” produced by the extensive 
use of tobacco, tea, or coffee or occurring in persons 
susceptible to such substances though never using them 
to excess. Differentiation from true angina pectoris is 
based largely on the nature, severity, duration, and loca- 
tion of pain, as well as on its precipitating factors. “Toxic 
angina” is usually associated with a sense of dull heavy 
pain in the precordium or epigastrium and is much less 
severe than true angina. The former does not occur in 
paroxysms nor is it induced by emotional and physical 
stresses. In the present era the diagnosis of angina pectoris 
still rests heavily on a clear history of substernal discom- 
fort on effort or excitement. In questionable cases the 
Master two-step test or the anoxemia test of Levy may 
give valuable aid in establishing the existence of dimin- 
ished coronary reserve. When, however, atypical precor- 
dial pain exists in an apparently healthy person whose 
electrocardiogram with the patient resting is grossly ab- 
normal, considerable difficulty may be encountered in 
diagnosis. In this study, of nine patients complaining of 
persistent dull ache over the precordium, two showed 
electrocardiographic abnormalities that were typical of 
those seen in established cases of coronary insufficiency. 
Inasmuch as these electrocardiographic findings were 
constantly present while the patients were smoking their 
usual daily quota (and not just for a few minutes follow- 
ing the smoking of a cigarette) accurate diagnosis could 
not have been made if nicotine sensitivity had not been 
considered and total abstinence from tobacco enforced. 
In seven of the nine patients who complained of persist- 
ent dull pain over the precordium discontinuance of to- 
bacco resulted in complete disappearance of symptoms. 
The possible role of nicotine should therefore be given 
consideration in all patients indulging in tobacco in whom 
such symptoms exist with or without concomitant elec- 
trocardiographic abnormalities. “Tobacco heart” should 
be recognized as a definite clinical entity that may be 
associated with precordial discomfort, ectopic beats, par- 
oxysmal tachycardia, dizziness, dyspnea on effort, and 
changes in the electrocardiogram and ballistocardiogram. 
In the normal persons in this study who had hypersensi- 
tivity to nicotine as revealed by abnormalities in the elec- 
trocardiogram and ballistocardiogram the smoking of 
“denicotinized” cigarettes resulted in a markedly less 
abnormal response than that observed with ordinary 
brands. It would seem therefore that the concentration of 
nicotine in tobacco has a direct relationship to the signs 
and symptoms induced by smoking in hypersensitive 
subjects. The failure of glyceryl trinitrate to modify favor- 
ably or prevent the abnormal response to tobacco in 
these hypersensitive persons seems to indicate that the 
nicotine effect is independent of coronary vasoconstric- 
tion. It would appear more likely therefore that the 
observed changes are the result of direct myocardial 
action and/or the effect of nicotine on cardiac ganglions. 

In patients with coronary insufficiency similar ballistic 
changes are observed with “denicotinized” cigarettes as 
\ th regular brands. The concentration of nicotine in 
t->acco therefore does not seem significant in patients 
0 become “sensitized” to this drug after the advent of 


TOBACCO AND WHISKEY—RUSSEK ET AL. 567 


coronary heart disease. The failure of whiskey to im- 
prove the electrocardiographic response to exercise and 
its ability, on the other hand, to block the ballistic changes 
induced by smoking in some patients casts light on the 
manner in which nicotine evokes ballistic deterioration 
It appears unlikely from these observations that coronary 
vasoconstriction is associated with this phenomenon. 
Glyceryl trinitrate failed, in almost all instances, to mod- 
ify or prevent ballistocardiographic changes induced by 
smoking. It would therefore appear that nicotine influ- 
ences the ballistocardiogram through an entirely different 
mechanism and that such action is antagonized, nullified, 
or concealed by whiskey. From known facts it can be 
stated that nicotine and whiskey exert opposite effects 
on peripheral blood vessels, particularly the vessels of 
the skin. It has been shown by Master and associates '* 
that the majority of patients under 50 years of age with 
uncomplicated peripheral vascular disease have an abnor- 
mal ballistocardiogram. Consequently organic changes in 
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Fig. 5.—Effect of smoking ordinary cigarette, immediately after ingestion 


of 60 cc. of whiskey, on the ballistic pattern in patient in case 2. A, before 


smoking; B, C, and D, 5, 10, and 20 minutes after cessation of smoking. No 
deterioration in ballistic form occurred. Increase in amplitude of ballistic 
waves is seen in B 


peripheral vessels or functional disturbances in peripheral 
circulation transiently induced by drugs like nicotine 
may be responsible for significant ballistocardiographic 
alterations. If this is so, the vasodilating action of whis- 
key on peripheral vessels could readily explain its antag- 
onism to nicotine as recorded ballistocardiographically. 
The evidence therefore does not confirm the view that 
smoking presents a direct danger to the patient with 
coronary artery disease through the medium of coronary 
vasoconstriction. Nevertheless, the inadvisability of smok- 
ing in patients with heart disease may be supported by 
other undesirable effects of nicotine such as increase in 
heart rate, blood pressure, and metabolic rate, the induc- 
tion of ectopic beats or paroxysmal tachycardia, the de- 
velopment of nasopharyngitis and tracheitis with trouble- 
some hacking and coughing, diminished vital capacity, 





12. Master, A. M.; Donoso, E.; Pordy, L., and Chesky, K.: The Ballisto- 
cardiogram in Peripheral Vascular Disease, Am. Heart J. 46: 180-186 
(Aug.) 1953. 
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cardiospasm, and gastritis. Moreover, it is unsound med- 
ically to permit or advocate continued use of tobacco in 
patients with coronary artery disease, who, as a result 
of their illness, are already below par in cardiorespiratory 
efficiency and “conditioning” for activity. Smoking has 
long been known to reduce physical fitness for exertion 
even in normal persons, a fact responsible for its prohi- 
bition among athletes. Since this is so, every patient with 
coronary disease who is a smoker may make a valuable 
contribution to his own rehabilitation by total abstinence. 
Peak physical fitness at a safe level of activity should 
be as much the objective of the patient with coronary 
disease as the athlete. 

From the observations in this study the impression 
has been gained that the “sensitivity” reaction to nico- 
tine in patients with coronary disease is based on a differ- 
ent mechanism than that underlying the sensitivity re- 
sponse in normal subjects. Although the increase in heart 
rate and blood pressure in both groups as a result of 
smoking may be quite similar in individual cases, the 
ballistic deterioration seen in the patient with coronary 
disease following smoking appears to be evoked as a sum- 
mation phenomenon reflecting underlying disease of the 
coronary vessels. It must be realized that the ballistocar- 
diogram unlike the electrocardiogram is influenced not 
only by abnormalities in the heart itself but also to an 
equal or greater degree by changes in the vascular tree. 
Subthreshold changes in the caliber of peripheral ves- 
sels due to nicotine may therefore elicit ballistocardio- 
graphic abnormalities only when it produces an additive 
effect in the presence of underlying coronary insufficiency. 
In a strict sense therefore the ballistic deterioration seen 
in patients with coronary disease after smoking would 
not seem to be due to “hypersensitivity” but rather to 
latent or overt inadequacies in myocardial function 
brought to light by peripheral vasoconstriction. In the 
hypersensitive subject with a normal heart the electro- 
cardiographic changes were usually more marked or of 
much longer duration and seemed to reflect a toxic effect 
of the drug on the myocardium and _ or cardiac ganglions. 

The ballistocardiographic antagonism between whis- 
key and nicotine in some patients suggests that alcohol 
ingestion may vitiate the adverse effects of nicotine on 
the cardiovascular system. The “protection” afforded 
the heart by whiskey during smoking, however, is purely 
an illusion. The antagonism between these drugs is en- 
tirely on the peripheral circulation. Whiskey is not a 
coronary vasodilator nor is nicotine a coronary vasocon- 
strictor. Both drugs increase cardiac rate and the tend- 
ency to ectopic beats and arrhythmia. Inasmuch as the 
ballistocardiogram is a relatively sensitive instrument that 
registers more than cardiac function alone, changes in 
the tone of peripheral vessels may improve or impair 
ballistic form without significant effect on the state of the 
myocardium or coronary circulation. The findings there- 
fore are interpreted as confirming the clinical view that 
whiskey tends to antagonize tobacco only with respect 
to peripheral circulation. 


SUMMARY AND CONCLUSIONS 


A study of the response to smoking cigarettes, under- 
taken in 65 subjects. of whom 28 were normal and 37 
were patients with coronary disease. showed that there 
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was a significant increase in heart rate and blood p es. 
sure following the smoking of a regular cigarettein } )th 
normal subjects and patients with coronary heart dise. se 
Sixteen of the 28 normal persons with symptoms refers ble 
to smoking had significant electrocardiographic altc ra- 
tions, of which the commonest was a decrease of froi | 
to 5 mm. in amplitude of the T waves in leads 1 o; 2 
Since constant abnormalities may be found in the electro- 
cardiogram and ballistocardiogram in hypersensitive nor- 
mal subjects while they are smoking their usual daily 
quota, coronary disease may be easily misdiagnosed if 
nicotine sensitivity is unsuspected. “Tobacco heart” is 
a definite clinical entity representing functional derange- 
ment of this organ due to nicotine. It may be associated 
with persistent dull precordial discomfort, ectopic beats, 
paroxysmal tachycardia, dizziness, dyspnea on effort. 
and changes in the electrocardiogram and ballistocardio- 
gram. In patients with this disorder, total abstinence from 
tobacco is followed by disappearance of all symptoms 
and electrocardiographic and ballistocardiographic ab- 
normalities. In such subjects, “denicotinized” cigarettes 
are much less likely to disturb the heart or to create 
unpleasant side-effects, since the severity of signs and 
symptoms is correlated with the dosage of nicotine. The 
main effects of tobacco on the cardiovascular system of 
hypersensitive normal subjects are not due to coronary 
vasoconstriction but appear more likely to be due to 
direct myocardial action and/or the effect of nicotine on 
cardiac ganglions. 

Eighteen of the 37 patients with coronary disease had 
deterioration in ballistic pattern following the smoking of 
a regular cigarette. Concomitant electrocardiographic al- 
terations seen in these subjects were relatively slight. “De- 
nicotinized” cigarettes showed no superiority over regular 
brands as measured ballistocardiographically. The ob- 
served effects of glyceryl trinitrate and whiskey, respec- 
tively, on the ballistic response to smoking appear to in- 
dicate that the nicotine response is based primarily on 
peripheral vascular constriction and not on alterations in 
coronary blood flow. Therefore it appears that smoking 
does not present a direct danger to the patient with coro- 
nary disease through coronary vasoconstriction and that 
whiskey is not an effective coronary vasodilator and anti- 
dote for nicotine with respect to the heart. However, other 
cardiovascular, local, and systemic effects of smoking 
clearly establish the inadvisability of the continuance of 
this habit in patients with heart disease. 


176 Hart Blvd. (Dr. Russek). 





Scleroderma.—Scleroderma is a disease of the mesenchyme of 
unknown etiology. The symptoms and findings vary according 
to the location of the tissue involved, and may be limited or 
very extensive. Due to the widespread involvement of the 
arteries, in only a very few cases are the lesions limited to one 
system of the body. This disease may be fulminating in type. 
becoming rapidly fatal, or may remain in an arrested state 
throughout a normal life span. Its course is usually episodic, with 
variable periods of arrest and exacerbation. There is no curative 
therapy. However, in a limited number of severe cases cortisone 
appears to have arrested the progress of the disease. It has been 
used continuously in one of our patients for over four years. 
I. Leinwand, M.D.;: A. W. Duryee, M.D.. and M. N. Richtc. 
M.D.., Scleroderma (Based on a Study of over 150 Cases), Anna's 
of Internal Medicine. November. 1954 
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EFFECT OF CIGARETTE SMOKING IN THE NORMAL PERSON 


Isidore E. Buff, M.D., Charleston, W. Va. 


In view of the present controversy aroused by the 
paper of Hammond and Horn' at the American Medical 
Association San Francisco Meeting, it was felt that these 
findings, which have been under consideration for the 
past two and one-half years, would have more significance 
today than when the work was begun. There are but a 
few objective methods that attempt to register the effect 
of tobacco on the human heart. One of the simplest and 
easiest methods of determining the psychological response 
of tobacco on the heart * is the use of the ballistocardio- 
raph. The instrument used in this study was the Pordy 
modification of the Dock ballistocardiograph machine. 
[wo types of tracings, the electromagnetic and the photo- 
electric curves, were taken in the beginning of these 
studies. The former records the velocity and the latter, 
displacement. Later only the velocity type was used. This 
was done because, of all types of tracings, the velocity is 
the most easily obtained and most easily duplicated in 
the same person. 

Four hundred normal persons were tested, of whom 
150 were women and 250 men. All of the persons were 
under 40 years of age. There were 82 women and 112 
men between 20 and 30 years of age. There were 68 
women and 138 men between 30 and 40 years of age. 
In screening large numbers of persons, time is always 
an important factor to be considered, yet it takes only a 
few seconds to obtain the velocity type of tracing with 
the use of a physician’s standard office table on which 
a plywood board 62 ft. long, %4 in. thick has been 
placed. 

It is significant to note that most of the persons under 
40 years of age without cardiac disease * have normal bal- 
listocardiograms. In this study borderline tracings were 
discarded. The patient was tested first at least two hours 
before smoking a cigarette, then at 5 and 10 minute in- 
tervals after smoking. The size, contour, and reduplica- 
tion of the waves was noted. Those tracings that showed 
small changes were considered of little consequence. Only 
the ballistocardiograms that were definitely and without 
question abnormal were considered abnormal. 

The most typical abnormal response was a decrease 
in the size of the H, I, J, and K wave, with a marked 
notching of the J wave.‘ The next most marked abnor- 
mality was that with the appearance of a shallow I wave. 
These changes were considered beyond normal limits 
and certainly an abnormal response (see figure ). Whether 
this effect is due to vasoconstriction or due to a direct ef- 
lect on the myocardium (toxic) is not known and no 
attempt will be made here to evaluate this problem. In 
normal persons the initial response was an increase in 
the size of the H, I, J, and K wave, with an increase of 
the cardiac rate. There was no distortion of the ballisto- 
cardiographic waves and all were identifiable. 

ut of the entire 400 ballistocardiograms in the normal 
persons 42 were abnormal, which is about 10%. In the 
20 19 30 age group, there were four abnormal responses 


in the 82 women and five in the 112 men, which is about 
5%. In the 30 to 40 year age group, there were 11 ab 
normalities in the 68 women and 22 in the 138 men, 
which is about 15%. This figure is to be expected, be 
cause as the age increases, the abnormal response to to- 
bacco increases. Persons are approaching the “coronary 
age,” and the effect of cigarette smoking over a long pe- 
riod of time is beginning to be noticable. 

I do not attempt to make any definite conclusions from 
this survey, except that I believe it is necessary that the 
person who has an abnormal ballistocardiographic trac- 
ing after smoking should not continue to smoke.° | do 
not know in how many of the patients who have abnor- 
mal responses to cigarette smoking coronary artery dis- 





Ballistocardiograms showing A, normal reading before smoking; B, ab 
normal notched J wave five minutes after smoking one cigarette 


ease will eventually develop, but I do feel that in view 
of the evidence that is now present it is highly desirable 
that these patients stop using tobacco in any form. It is 
my hope that it will be possible to continue this study on 
those patients who are sensitive to tobacco to determine 
whether or not coronary artery disease will develop in 
them in the future. 


310 Atlas Bldg. (1). 





1. Hammond, E. C., and Horn, D.: The Relationship Between Human 
Smoking Habits and Death Rates, J. A. M. A. 155: 1316 (Aug. 7) 1954 

2. Mandelbaum, H., and Mandelbaum, R. A.: Studies Utilizing the 
Portable Electromagnetic Ballistocardiograph: Il. The Ballistocardiogram 
as a Means of Determining Nicotine Sensitivity, Circulation 5: 885, 1952 

3. Scarborough, W. R., and others: A Ballistocardiographic Study of 
369 Apparently Normal Persons: Analysis of “‘Normal” and ‘Borderline’ 
Ballistocardiograms, Am. Heart J. 45: 161, 1953 

4. Levy, R. L., and others: Some Effects of the Intravenous Injection 
of Nicotine on the Circulation in Normal Persons and in Patients with 
Cardiovascular Disease, Tr. A. Am. Physicians 59: 177, 1946. Levy, R. L.:; 
Mathers, J. A. L.; Mueller, H. A., and Nickerson, J. L.: Effects of Smoking 
Cigarettes on the Heart in Normal Persons and in Patients with Cardiac 
Disease, J. A. M. A. 135: 417 (Oct. 18) 1947 

5. Dolgoff, S.; Schrek, R.; Ballard, G. P., and Baker, L. A.: Tobacco 
Smoking as an Etiologic Factor in Disease: Coronary Disease and Hyper- 
tension, Angiology 3: 323, 1952 





570 





MANAGEMENT OF BLADDER 


NECK OBSTRUCTION 
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IN CHILDREN 


Edgar Burns, M.D., A. Miles Pratt II, M.D. 


and 


Robert G. Hendon, M.D., New Orleans 


The management of bladder neck obstruction in chil- 
dren involves the same fundamental principles as those 
involved in obstruction at the bladder neck in adults. The 
types of obstruction encountered are contracture of the 
internal vesical orifice, congenital prostatic valves, and, 
rarely, hypertrophy of the colliculus seminalis. In the 
past, published articles have placed too much emphasis 
on congenital prostatic valves as a cause of bladder neck 
obstruction in children, giving the impression that such 
obstruction occurs predominantly in males. In our experi- 
ence contracture of the internal vesical orifice has been 
by far the most common type of obstruction encountered. 
In a series of 81 patients this type was found in 78, 
whereas congenital prostatic valves were the cause of the 
obstruction in only 3 patients. In the group with contrac- 
ture, about half the patients were males and about half 
females. We have not encountered obstruction due to 
congenital hypertrophy of the colliculus seminalis. Recent 
reports from centers where large numbers of children 
are treated indicate that the experience of others in this 
regard parallels ours. 

SYMPTOMS 


The importance of early recognition of bladder neck 
obstruction in children needs no emphasis. It is apparent 
that progressive dilatation of the upper urinary tract 
with consequent renal damage occurs more rapidly in 
children than in adults. Subjective symptoms in in- 
fancy, when the lesion should be recognized, are of 
little value, since crying is the baby’s only means of ex- 
pression. Not infrequently, the mother will report that 
the infant’s face turns red from straining during the act 
of voiding and that the baby urinates more often than 
other children do. In such cases the urinary tract should 
be completely studied. The importance of such study is 
emphasized by the case of a boy, 27 months of age, who 
was admitted to the hospital in coma. When the patient 
was an infant, he was taken to the family physician be- 
cause of frequency and straining on urination. Examina- 
tion revealed a long foreskin, and circumcision was per- 
formed, but urinary symptoms continued. When the 
patient was 15 months old, the urinary tract became in- 
fected. Infection added to the results of back pressure 
accelerated the progression to total renal failure. A retro- 
grade cystogram showed a completely decompensated 
upper urinary tract. The patient died three days after 
admission to the hospital, and autopsy showed the ob- 
struction to be due to congenital prostatic valves. This 
patient could have been cured if the obstruction had been 
removed at the time circumcision was performed, or 
perhaps quite a bit later. 





From the Department of Urology, Ochsner Clinic and Tulane University 
School of Medicine (Dr. Burns); Resident in Urology, Charity Hospital of 
Louisiana (Dr. Patt); and Fellow in Urology, Alton Ochsner Medical 
Foundation (Dr. Hendon). 

Read in the Symposium on Pediatric Urology before the Section on 
Urology at the 103rd Annual Meeting of the American Medical Associ- 
ation, San Francisco, June 24, 1954. 


Perhaps the most common manifestation of bladder 
neck obstruction in children past the stage of infancy is 
urinary infection. It is recurrent at first and later persist- 
ent. A common practice among pediatricians at the pres- 
ent time is to investigate the urinary tract after the third 
attack of urinary infection. For some time we have made 
complete studies of the urinary tract on all children seen 
during the first attack of urinary infection; we have fre- 
quently found some abnormality, not necessarily bladder 
neck obstruction, and feel that this practice is justified. 
Enuresis or any other abnormal voiding pattern is an 
indication for complete study of the urinary tract. Enu- 
resis is a symptom, not a disease, and it would seem no 
less an error to follow the usual practice of directing 
measures toward correcting enuresis without first deter- 
mining the underlying reason for it than to treat fever or 
any other symptom without attempting to determine the 
cause. 

An occasional case will reach a stage of irreversible 
renal damage before obvious signs of either obstruction 
or renal failure appear. Illustrative of this is the case of 
a 10-year-old boy who received what would appear to be 
an insignificant bump on his side when he fell from his 
bicycle. Shock immediately developed, and an increas- 
ing mass appeared in the left renal area. A ruptured 
hydronephrotic kidney was removed. Postoperative renal 
function studies revealed the blood urea concentration 
to be high, 100 mg. per 100 ml., and rapidly increasing; 
the patient became comatose and died at the end of the 
10th postoperative day. At autopsy the right kidney was 
found to be no better than the kidney that had already 
been removed, and the primary lesion was found to be 
bladder neck obstruction from congenital prostatic valves 
(fig. 1). 

The amount of residual urine that results from bladder 
neck obstruction varies and cannot be used as an index 
to the necessity for treatment. It may be only 2 or 3 oz. 
(60 to 90 ml.) or as much as 4,000 cc., as was found in 
one of our patients. Acute urinary retention occurs less 
frequently in children than in adults. It was observed in 
only three patients in our series, two of whom were new- 
born infants. 

DIAGNOSIS 

The diagnosis of bladder neck obstruction must be 
confirmed by complete study of the urinary tract. This 
includes chemical and bacteriological urinalyses, evalua- 
tion of renal function, urography, and cystourethroscopy. 
If infection is present, the infecting organism should be 
identified by culture, and drug sensitivity tests should be 
done in order to permit more appropriate selection of 
drugs for treatment; the importance of this practice is 
well known. Renal function tests will provide information 
of value for institution of therapeutic measures and also 
for suggesting ultimate prognosis. It is well known, how- 
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ever, that in children who have sustained severe renal 
damave, especially in younger children, function may 
-eturn to normal after removal of the obstruction and 
institution of appropriate supportive therapy. An exam- 
ple of this is the case of a male infant first seen when he 
was 3 months of age. He had a large bladder, the left 
ureter was dilated and tortuous, and the left kidney was 
hydronephrotic (fig. 2). The presence of a right kidney 
could not be demonstrated. The bladder neck obstruction 





Fig. 1.—Hydronephrotic kidney removed after death from a 10-year-old 
boy with bladder neck obstruction due to congenital prostatic valves. 


was removed, and suprapubic drainage was carried out 
for two years. The left ureter returned to normal except 
for the upper third, which remained tortuous and pro- 
duced some obstruction to the left kidney. This portion 
of the ureter was resected and the distal end anastomosed 
to the renal pelvis. Three months later the retrograde 
cystogram was within normal limits, and there was no 
ureteral reflux (fig. 3). 

Urographic studies include intravenous or intramus- 
cular urograms, retrograde cystography, and, when 
indicated, retrograde pyeloureterograms. Excretory uro- 
grams, although always informative, will not confirm the 
presence of bladder neck obstruction but will usually 
indicate pathological changes that may have been pro- 
duced by it. In our experience, retrograde cystography 
has been the most valuable of all urographic studies. The 
location and cause of obstruction can usually be deter- 
mined, whether the obstruction is located in the internal 
sphincteral area and caused by contracture, or at the 
apex of the prostate and caused by congenital valves. It 
is usually possible to determine, also, what changes have 
occurred above the point of obstruction and whether or 
not there is ureteral reflux. The usual finding in our cases 
has been a large flaccid bladder with or without ureteral 
reflux. The contrast medium used in making the cysto- 
gram is a matter of individual choice. We have found a 
2.5% solution of sodium iodide entirely satisfactory. The 
bladder is filled by gravity from the barrel of a 2 oz. (60 
ml.) Triumph syringe, which is held only the length of 
the catheter above body level. The medium should never 
be forcefully injected. In children who are old enough 
to cooperate, a voiding cystogram may demonstrate ure- 
tera! reflux not shown in the gravity film. Vesical diver- 
ticula are not common; they were observed in only 3 
of cur 81 cases; Campbell ' has reported an incidence of 
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In those patients with ureteral reflux a delayed film 
should be made, after the bladder has been emptied, to 
determine whether dilated tortuous ureters may be an 
obstructive factor; if they are, they will cause further 
renal damage after the bladder neck obstruction has been 
removed. Ureteral reflux in children is probably always 
due to obstruction. We have seen it disappear without 
treatment in only one case (fig. 4 and 5). This was in 
a Siamese twin who had been joined at the lower back 
with her sister; after the twins were separated the reflux 
disappeared. 

Bilateral retrograde pyeloureterograms are rarely in- 
dicated but should be made when necessary to complete 
visualization of the upper urinary tract. On cystoscopic 
examination of the bladder, trabeculation will not be ob- 
served in the majority of cases; therefore it cannot be 
used to determine whether dilatation is caused by obstruc- 
tion or is of possible neurogenic origin. At the bladder 
neck the internal vesical orifice appears elevated and 
there is a bas-fond of varying depth. For examination of 
the urethra the direct vision cystoscope will be found 
superior to the prismatic type of instrument, especially 
in children with small urethras, and most especially in 
male children with obstruction due to prostatic valves. 
Associated congenital lesions should be ruled out. Ob- 
structions at the ureterovesical junction, ureterocele, and 
obstruction at the external urethral meatus in both males 





Fig. 2.—Cystogram of 3-month-old male baby showing large bladder and 
dilated and tortuous ureter. 


and females are not uncommon findings. Congenital 
absence of one kidney, fused kidneys, and imperforate 
anus were observed in some of our patients. Two patients 
had congenital absence of the musculature of the anterior 
abdominal wall; the association of bladder neck obstruc- 
tion with this anomaly has frequently been observed by 
others. 





1. Campbell, M.: Clinical Pediatric Urology, Philadelphia, W. B 
Saunders Company, 1951. 
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TREATMENT 

The treatment of bladder neck obstruction in children 
is the surgical removal of the primary obstructing lesion 
supplemented by measures to correct secondary compli- 
cations. The method by which the obstructive lesion is 
removed is a matter of individual choice; however, com- 
plete removal of the obstruction is an absolute necessity. 
Two types of surgical procedures have been utilized: 





Fig. 3.—Postoperative retrograde cystogram of same patient as in figure 
2, showing absence of ureteral reflux. 


transurethral resection and the suprapubic, or modified 
retropubic, approach. Transurethral resection has been 
found quite adequate for removal of obstructions in older 
children. In our hands, however, this approach has not 
been uniformly satisfactory in smaller children; the ex- 
perience of others may well have been the same. The 
urethra in the male infant will not accommodate an in- 
strument of sufficient size to permit good vision or to 
carry an adequate working element, even with the aid 
of a perineal urethrostomy. The usual experience is that 
additional operations are necessary. As long as any 
obstruction is present, damage to the upper urinary tract 
continues and urinary infection is difficult to control. 

In contemplating the surgical removal of contracture 
of the internal vesical orifice, one would be wise to re- 
view the histological changes that have been shown to 
occur in the area of the internal sphincter.' There is an 
increase in the submucosal connective tissue that may 





2. Lich, R., and Maurer, J. E.: Surgical Relief of Vesical Obstruction in 
Children, South. Surgeon 16: 127-131 (Feb.) 1950. 

3. Burns, E.: An Evaluation of the Retropubic Prostatic Operation. 
J. Urol. 64: 367-372 (Aug.) 1950; Technique of Retropubic Prostatectomy, 
ibid. 65: 856-872 (May) 1951. Burns, E., and Harvard, B. M.: Common 
Congenital Lesions of the Urinary Tract, J. A. M. A. 146: 419-423 (June 2) 
1951. Burns, E.: The Modified Retropubic Operation for Bladder Neck 
Obstruction in Children, Urological Surv. 2:1 (Feb.) 1952. Hand, J. R., 
ind Sullivan, A. W.: Retropubic Prostatectomy: Analysis of 100 Cases, 
J. A. M. A. 145: 1313-1321 (April 28) 1951. Wilson, M. C.; Horton, 
G. R.; Horton, B. F., and Byrne, J. W.: Retropubic Approach to Bladder 
Neck Resection in Children, A. M. A. Arch. Surg. 68: 87-92 (Jan.) 1954. 
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involve not only the area of the sphincteral ring but .ilso 
the trigone, the adjacent bladder wall, and the prost: 
males. This process is more clearly demonstrated dri 
open surgical removal of the obstruction than during 
transurethral resection. Its presence emphasizes 10% 
meticulous the operator must be in performing the opera- 
tion in order to be certain that all the obstructive tissue 
is removed. In 1948 we started using the modified retro- 
pubic approach for the removal of congenital bladder 
neck obstruction in children. Since the first report of 
this procedure by Lich and Maurer? in 1950, a number 
of additional reports have appeared.®* 

In infancy and early childhood the bladder neck oc- 
cupies a higher position in the pelvis than it does in an 
adult; it is, therefore, easily accessible through an open 
approach. An incision is made through the internal 
sphincteral area and extended distally as far as neces- 
sary to expose the entire posterior urethra, even to the 
superior layer of the triangular ligament. Our experience 
indicates that in children with contracture it is wise to 
cut through the bladder wall in this area, to be certain that 
all obstructing tissue is removed. The cut margins are 
approximated by suture; this is usually adequate to con- 
trol bleeding. The extended bladder incision is closed by 
continuous sutures. We have removed prostatic valves 
in newborn infants by this method and found the ex- 
posure to be entirely adequate. 

In older boys with congenital valves, especially those 
at or near puberty, the bladder neck is approaching the 
adult position in the pelvis, and the transurethral ap- 





Fig. 4.—Cystogram of Siamese twins before separation showing ureteral 
reflux. 


proach may be found more satisfactory. In this age 
group transurethral resection is satisfactory for contrac- 
ture as well. In those patients with a compensated urinary 
tract, the wound is closed and drainage is accomplished 
by use of an indwelling urethral catheter, which 1s re- 
moved at the end of 10 to 12 days. In patients with larze 
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tonic bladders, however, especially those with ureteral 
eflux. suprapubic drainage should be continued long 
.nough to afford the upper urinary tract its maximum op- 
portunity to return to normal. In children with consider- 
able reduction in renal function, 6 to 12 months or even 
jonger may be required. In patients with irreversible renal 
damage, renal function obviously cannot be restored to 
normal, and these patients may require continuous drain- 
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Fig. 5—Cystogram of Siamese twin after separation showing disappear- 
ince of ureteral reflux without treatment. 


age plus competent medical effort to maintain electro- 
lyte balance. Secondary anemia is also common in this 
group and needs to be combatted. 

There is no nonoperative treatment for bladder neck 
obstruction in children. Dilation of the bladder neck with 
bougies is not only impractical but unsound; it is im- 
practical because proper dilation requires some type of 
anesthesia and the procedure must be repeated at fre- 
quent intervals; it is unsound because the benefits from 
it are questionable and, at best, only temporary. The in- 
stallment emptying of the bladder should be strongly con- 
demned both in principle and in practice. By this method 
the patient urinates as much as he can, waits 15 to 30 
minutes, and urinates again; this procedure is repeated 
until no more desire to urinate is felt. The end-result of 
this type of practice is illustrated by the following case. 
A 17-year-old boy was admitted to the hospital in a state 
of chronic renal failure. At the age of 3 months he had 
had acute retention of urine that required catheterization. 
Intermittent catheterization was continued until the age 
of one year, when installment voiding was started, with 
the aid of manual pressure first by the mother and later by 
the patient. This practice was continued for the next 
16 years, when the patient became stuporous from renal 
failure. A retrograde cystogram (fig. 64) showed a 
severely dilated urinary tract with hydronephrotic atro- 
phy of both kidneys. The postevacuation film showed 
obs! uction to both kidneys produced by dilated tortuous 
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upper ureters (fig. 6B). This patient, whose condition 
was curable when he was an infant, is now dying from 
renal failure. 
POSTOPERATIVE COMPLICATIONS 

Urethral stricture, a common complication following 
transurethral resection in adults, may also follow transu 
rethral resection in children. When it does occur, it may 
be of as much clinical importance as the original ob 
structive lesion. We have seen it develop in only one of 
our patients. In this patient the stricture, which involved 
only the pendulous urethra, might have been prevented 
by perineal urethrostomy. The other postonerative com- 
plications encountered in our series were epididymitis in 
one case and urethrovaginal fistula in two cases. Hyper- 
tension was a late complication in two patients who had 
had persistent urinary infection before the obstruction 
was removed. In each patient one kidney became atrophic 
as a result of the infection. 


COMMENT 


As already pointed out, it is important to remove all 
obstructive tissue. The margin of safety in females is 
narrow, and the dissection should be largely on the ves- 
ical side of the sphincter rather than on the urethral side 
in order to minimize the likelihood of creating a fistula 
When urethrovaginal fistula does occur, repair is easict 
by the vaginal approach than by the transvesical ap- 
proach. In small children the urethra is very short, and 
a sort of modified episiotomy will provide adequate ex- 
posure. In the two cases of urethrovaginal fistula referred 
to above, successful closure was made by this approach 
In the majority of cases, the dilated urinary tract will re- 
turn to normal after adequate removal of the obstruc- 
tion. An exception to this is the patient whose upper 
ureters are dilated and tortuous, with the loops fixed by 
adhesions resulting from infection. Such ureters remain 





Fig. 6.—A, retrograde cystogram of 17-year-old boy showing a severely 
dilated urinary tract with hydronephrotic atrophy of both kidneys B, post 
evacuation film of same patient showing obstruction to both kidneys pro 
duced by dilated tortuous upper ureters, 


an obstructive factor after the bladder neck obstruction 
has been removed and require surgical correction by 
resection of the involved segments and reanastomosis. 
Whether nephrostomy is done as a preliminary measure 
or in connection with the ureteroplasty is a matter to be 
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decided on the basis of findings in any given case; in this 
group of patients we used both methods. Resection of 
both upper ureters was performed on two patients in this 
group, and resection of the left upper ureter was per- 
formed in one patient. In patients in whom ureteral reflux 
continues after the bladder neck obstruction has been 
removed, progressive renal damage is inevitable unless 
constant drainage is maintained; if prolonged drainage 
is required, a suprapubic tube is preferable to an indwell- 
ing urethral catheter. In the surgical management of 
younger children with bladder neck obstruction, we have 
obtained better results by the retropubic approach. The 
ease of performance of the operation and the satisfactory 
results obtained from it have led us to use it in the ma- 
jority of older children as well, although we still oper- 
ate by transurethral resection on some patients and will 
no doubt continue to make limited use of that method. 
There have been no postoperative deaths in the group 
of cases here presented. 
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SUMMARY 


The management of bladder neck obstruction ir chij. 
dren is fundamentally the same as in adults. The types 
of obstruction encountered include contracture of the ip. 
ternal vesicle orifice, congenital prostatic valves, and 
rarely, hypertrophy of the colliculus seminalis. Ear|y rec. 
ognition of bladder neck obstruction is imperative, fo; 
in the early stages cure can be obtained by surgical re. 
moval; if the condition is left uncorrected, irreversible 
renal damage is inevitable. Complete study of the urinary 
tract is important in evaluation of the pathological 
changes that have occurred in the urinary tract above the 
obstruction. This includes chemical and bacteriological 
urinalyses, evaluation of renal function, urography, and 
cystourethroscopy. Treatment is surgical removal of the 
obstruction by a modified retropubic approach or by 
transurethral resection supplemented by measures to 
correct secondary complications. 
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MANAGEMENT OF THE DILATED URETER 


Donald A. Charnock, M.D., Los Angeles 


Dilatation of the ureter in children may be caused by 
a variety of conditions. The most common causative fac- 
tor is mechanical obstruction distal to the area of widen- 
ing. The second most common factor is neuromuscular 
dysfunction. A third condition, in which obstruction can- 
not be demonstrated and no apparent disturbance of 
innervation is evidenced, has been recognized by urolo- 
gists. Obstruction may occur at any level of the urinary 
tract; where obstruction is distal to the ureter, dilatation 
will frequently occur. This condition has often been called 
megaloureter, but the term hydroureter is more descrip- 
tive of the pathological process involved. 


HYDROURETER 


The increase of hydrostatic pressure in the urinary 
drainage system produces a progressive widening of the 
ureteral lumen; this dilatation is followed by elongation. 
As the process develops, angulation occurs, with produc- 
tion of convolutions or loops. These loops of ureter fre- 
quently become adherent through the formation of sheets 
of connective tissue. As this fixation sequence progresses, 
these loops, of themselves, become secondary points of 
obstruction that materially retard the progress of urine 
from the kidney to the bladder. With the development 
of hydroureter there is associated hydronephrosis. 

In mechanical obstruction, the treatment varies with 
the site of constriction and the degree of dilatation. In 
my experience the most common condition has been con- 
tracture of the vesical neck; this may be congenital, or it 
may develop in early life. Any area of obstruction, either 
acquired or congenital, will produce the same train of 
events. Most patients with a dilated ureter have a dilated 





From the Division of Urology, Los Angeles Childrens Hospital, Uni- 
versity of Southern California School of Medicine. 

Read in the Symposium on Pediatric Urology before the Section on 
Urology at the 103rd Annual Meeting of the American Medical Association, 
San Francisco, June 24, 1954. 


bladder; many have incompetent ureteral orifices and bi- 
lateral hydroureters and hydronephrosis. Infection, if not 
already present, may be precipitated by many factors, 
such as intercurrent diseases or even the simplest diag- 
nostic procedures. Treatment is directed at the relief of 
obstruction and correction of the ureteral deformity. 


In early cases with minimal angularity of the ureter. 
simple suprapubic cystostomy will frequently relieve the 
dilatation and result in reduction of hydronephrosis. The 
associated bladder decompensation will usually be cor- 
rected during the period of drainage. If ureteral angular- 
ity is extensive or is not improved by suprapubic drainage. 
I then proceed with plastic corrections; in the young child 
this usually consists of segmental ureteral resection. Me- 
ticulous care must be given to the ureterovesical orifices; 
if deformity is present, meatotomy is valuable. I prefer 
to correct the angularity of the ureter from below upward, 
carefully freeing the sheaths of connective tissue that fre- 
quently fix the loops. At the completion of this straighter- 
ing procedure, the amount of excess ureter is resected 
and the end is joined to the pelvis of the kidney. A ne- 
phrostomy tube is always employed; a splinting catheter 
paralleling the nephrostomy tube is usually put in place 
Care is observed to preserve as much of the blood suppl; 
to the ureter as is possible. 

If both ureters are dilated, I resect only one at one 
operation. The ureteral splint is usually left in place for 
about 14 days. The length of time the nephrostomy tube 
is kept open depends on the degree of pelvic capacit) 
and urine output. As renal function becomes stabilized, 
the nephrostomy tube is clamped for varying periods and 
is removed as ureteral drainage becomes adequate. | 
prefer to leave correction of the bladder neck contracture 
until the upper tract has become stabilized; I then com- 
plete the procedure by resecting the suprapubic sinus. 
At this stage I cone out the bladder neck, making an a.e- 
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quate outlet. As experience increases with the operations 
advocated by Young * and by Burns,’ it is probable that 
this t:pe of vesical neck resection will become more 
widely used. 

In cases of unilateral ureteral dilatation in which the 
point of obstruction is at or near the ureterovesical orifice, 
| prefer to straighten the ureter from above downward. In 
these cases the excess ureter is brought into the bladder, 





Fig. 1.—Roentgenogram showing dilated ureters before cystostomy drain- 
age. 


at a site just above the original orifice, and reimplanted 
by a mucosa-to-mucosa anastomosis. If hydronephrosis 
is not too advanced, an indwelling splinting catheter will 
usually suffice; I prefer to bring this through the cystos- 
tomy opening. If hydronephrosis is advanced and the con- 
tralateral kidney is adequate, ureteronephrectomy must 
be considered. If necessary, in either type of case, I do 
not hesitate to do segmental resections of the midportion 
of the ureter; I prefer, however, to do the resection at 
either end of the ureter, as I feel that the ultimate results 
are more satisfactory. Certainly the possibility of stric- 
ture formation is reduced. The use of nephrostomy drain- 
age is often lifesaving and necessary. If the condition of 
the child permits, I straighten the upper segment of the 
ureter and resect the redundant portion, attaching the 
cut end of the ureter to the renal pelvis. 

Several factors stand out in continued work with the 
hydroureter. 1. Stabilization of renal function is neces- 
sar). Patients have varying degrees of renal decompensa- 
tion. Prolonged cystostomy drainage will do much to im- 
prove renal function; in extreme cases, nephrostomies 
are necessary. 2. Strict attention to renal infection is 
par mount. At the onset of the process, the organisms are 
frejuently of the Escherichia coli variety. With long- 
sta ding catheter drainage, the organisms become more 
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resistant and often chronic infection with a mixed flora 
results. Children usually withstand the chronic type of 
infection well. Combating these bacteria will call for ac- 
curate information relative to drug sensitivity. Adequate 
chemotherapy is essential to help prevent the addition of 
chronic infection to the burden already placed on the 
kidney. 3. Mechanical cbstruction should be eliminated 
or reduced to a minimum. Straight ureters without per! 
ureteral adhesions will drain and often return to relatively 
normal caliber. We are impressed with the capacity of 
these ureters to function normally after segmental resec- 
tions. This bears out the findings of many investigators 
that urine within the pelvis supplies the necessary stimu- 
lus for ureteral peristalsis. ° 


MEGALOURETER 

Ureteral dilatation resulting from disturbed innerva- 
tion is not common, but it presents a complex problem 
that taxes the ingenuity of the physician and the endur- 
ance of the patient and his family. Usually the result of 
congenital spinal anomalies, this condition may be ac- 
quired by infectious, traumatic, inflammatory, or degen- 
erative processes, as well as by new growths. In these 
cases, ureteral involvement is secondary to vesical ¢ys- 





Fig. 2.—Roentgenogram of patient in figure 1 made after cystostomy 
drainage. 


function. Careful and often repeated urologic and neu- 
rological examinations are required to evaluate the proc- 
ess. Treatment in these cases is usually directed to the 
bladder. If balanced bladder function cannot be reestab- 





1. Young, B. W.: The Retropubic Approach to Vesical Neck Obstruc- 
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2. Burns, E.: Obstructive Urinary Tract Lesions in Children, California 
Med. 79: 207-210 (Sept.) 1953. 
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lished after catheter drainage, then definitive treatment bladder and megaloureter, I concur with his tre 
must be carried out to increase expulsion and relax the by prolonged suprapubic drainage. 

forces of retention. What treatment is used depends on 
the area of the neural involvement; pudendal nerve blocks 
or neurectomies with transurethral resection are indicated 
in upper motor neuron lesions; lower motor neuron 
conditions are best treated by transurethral resections 
alone.‘ Where ureteral distortion is pronounced, nephros- 
tomy or ureteral plastic procedures may be necessary to 
convert a nonfunctioning, tortuous ureter into a relatively 


nent 


I make a plea for more adequate study of cases 9 
dilated ureters; it is most important not to lump al! case, 
into one single classification; urologic and neuro! gica| 
evaluation, combined with accurate radiological delines 
tion, will usually fix the diagnosis. I make a plea, too, fo; I 
establishment of a logical program of surgical approach an 
sidt 





straight tube in which gravity will assist in the conveyance os 
of urine from the kidney. There is no fixed pattern for re 
surgical repair; each case must be studied individually, on 
and correction is aimed at securing maximal free drain- . 
age. a 
Cases characterized by an absence of obstruction and P 
no systemic evidence of disturbances of innervation have ( 
been classed by most urologists as megaloureters; in these : 
cases the relaxed and immobile ureteral orifice results rs 
in a wide ureteral dilatation, which is predominantly a 
lateral, with little or no ureteral lengthening and with . 
varying degrees of pelvic enlargement. The incompetent 
ureteral orifice allows to-and-fro communication between - 
the bladder and the renal pelvis. Many ingenious theories — 
have been proposed to explain this condition. The simi- fal 
larity to congenital megacolon (Hirschsprung’s disease ) did 
has been noted by many authors.’ ~ 
phi 
ure 
pel 
Fig. 4.—Sketch showing resection of lower segment of ureter, with im on 
plantation into bladder. 
ne} 
for strict attention to changing bacterial flora; and for oe 
continued observation of these children as they grow a 
and, if all goes well, gain physiologically balanced pelvic, tee 
ureteral, and vesical function. These simple thoughts on 
the management of dilated ureter are subject to change mee 
without notice. Much more work will be necessary before - 
definitive rules are evolved. In the meantime, the chal- 
lenge of the urologically handicapped child is constantly as 
before us. b 
2010 Wilshire Blvd. (57). pe 
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Fig. 3.—Sketch showing resection of upper segment of ureter, with im- New Concept of Pathology of Magaloureters, Bull. New England M ur 
plantation at pelvis Center 13:157-159 (Aug.) 1951. 
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New Concept of Etiology of Megaloureters. New England J. Med. 246: urc 

Recently, Swenson and his co-workers have demon- 41-46 (Jan. 10) 1952 , 

strated, in megacolon, an absence of Auerbach’s plexus ms 
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ganglion cells.* In studying dilated bladders, they have Patents and Copyrights.—An ethical physician will not receive k 

found a diminution of parasympathetic ganglion cells in remuneration from patents on or the sale of surgical instru: : 

the bladder musculature. They believe this altered in- ments, appliances and medicines, nor profit from a copyrigh! ’ 

nervation results in dilatation of the bladder and, finally, on methods or procedures. The receipt of remuneration trom -_ 

of the ureters.’ This contribution suggests that megalo- patents or copyrights tempts the owners thereof to retard 0 ov 

: , shee Nir inhibit research or to restrict the benefits derivable theretrom SD 

ureters may eventually be found to be a result of neuro- P 
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CONGENITAL 


HYDRONEPHROSIS 


Robert Lich Jr., M.D. 


and 


Joseph E. Maurer, M.D., Louisville, Ky. 


Hydronephrosis may be defined as a condition in which 
an increased intrarenal capacity is associated with re- 
sidual urine in the renal pelvis. Since congenital hydrone- 
phrosis may result from various developmental abnormal- 
ities of the upper urinary tract, it is necessary to limit 
this discussion to a specific phase of this vast subject. 
Therefore, we have elected to present the clinical aspects 
of ureteropelvic obstructions, namely, simple hydrone- 
phrosis or pyelectasis. 

CAUSES 

Changing opinions as to the cause of congenital hydro- 
nephrosis are of interest; they have been influenced by 
the advance of diagnostic urology, complemented by the 
disappointment of surgical failures. 

The importance of accessory vessels and ureteral bands 
as a primary cause of hydronephrosis has been ques- 
tioned by many authors; this is a reflection of surgical 
failures when division of the compressing vessel or band 
did not interrupt the progress of hydronephrosis. We 
agree that the aberrant vessel or band, in most instances, 
is a complication rather than the sole cause of hydrone- 
phrosis, the mechanism being simply that the intrinsic 
ureteropelvic obstruction results in dilatation of the renal 
pelvis and renal rotation as the enlarging pelvis impinges 
on the psoas muscle. This change in position of the kid- 
ney may permit the previously unimportant band or 
vessel to come in contact with the ureteropelvic junction. 
As the pelvis continues to enlarge, the ureteropelvic junc- 
tion is compressed and relatively elevated, resulting in 
the appearance of a high insertion of the ureter on the 
renal pelvis. The band or vessel thus adds to the uretero- 
pelvic narrowing; thus at first glance it seems to be the 
cause of obstruction rather than merely a contributing 
factor. 

The subject of intrinsic ureteropelvic obstruction has 
been of interest to us over a period of years. In our early 
studies we found no consistent histological abnormality 
at the stricture site. We were of the opinion that there 
should be an excess of fibrous or muscle tissue. Later 
studies directed our attention to the predominance of col- 
lagenous tissue, but after following an extended series 
we were again disappointed. Our studies during the past 
three years, using longitudinal sections through the 
ureteropelvic junction, suggest intrinsic abnormalities 
that might well explain the majority of these obstructive 
uropathies. Fenger was probably the first to call our at- 
tention to ureteral valves as a cause of ureteropelvic ob- 
struction; from our observations, this condition and 
closely allied abnormalities of the ureteral wall seem to 
be more frequent than previously realized. Our studies 
are still incomplete and must be regarded as presumptive 
evidence at this time. These studies have been on surgical 
specimens, since it has been our policy since 1939 to re- 
sect the ureteropelvic junction and effect a plastic repair 
of normal ureter and resected renal pelvis. Through this 


procedure we have had available material for histological 
study from every instance of surgically treated uretero 
pelvic obstruction. 

Renal ptosis in rare instances may account for pyelec 
tasis, but we have not recorded such an instance in our 
series. Ptosis of the kidney is most often a manifestation 
of hydronephrosis, rather than its cause. Our studies on 
abnormal nerve distribution in the ureteropelvic junc- 
tion were fruitless. Our series of studies provides no evi- 
dence that ureteral strictures might have been initiated 
by neurogenic abnormalities; however, it must be recog- 
nized that such careful workers as Harris and Harris and 
Von Lichtenberg, along with others, developed strong 
evidence to support neuromuscular dysfunction as a 
cause for hydronephrosis. To review, the causes of con- 
genital hydronephrosis are: (1) intrinsic structural 
changes of the ureteropelvic wall, (2) obstructing aber- 
rant vessels and fibrous bands, (3) renal ptosis, and (4) 
neuromuscular dysfunction (sympatheticotonia). The 
etiological puzzle of congenital ureteropelvic obstruction 
has not been solved, but we believe that the cause is 
more often intrinsic ureteral disturbance than the com- 
monly accused extraureteral strangulation by bands and 
vessels. 

SYMPTOMS AND PHYSICAL FINDINGS 

The basic symptoms of hydronephrosis are local pain, 
gastrointestinal disturbances, fever, and general debility. 
The most common local symptom is lumbar pain. The 
pain is usually nonradiating; it may be dull and aching 
in character or simulate an acute renal colic. Acute epi- 
sodes characteristically reappear at increasingly frequent 
intervals, until one attack is immediately followed by an- 
other. In some instances the pain may demonstrate some 
degree of radiation to the groin or upward to the lower 
thoracic region in the back. In severe instances lumbar 
muscle spasm or spasm of the anterior abdominal muscles 
on the involved side may occur. 

Gastrointestinal symptoms are seen most frequently 
in younger patients, particularly in children. Any patient 
who has gastrointestinal symptoms and for whom a gastro- 
intestinal series of roentgenograms appears normal should 
have the benefit of a complete urologic examination. The 
gastrointestinal symptoms vary in type and degree; they 
may consist of generalized abdominal discomfort, or there 
may be nausea and vomiting. The attacks may seemingly 
be associated with dietary indiscretion, or they may be 
entirely unrelated to food intake. Most often symptoms 
go on for years before the correct diagnosis is reached, 
and in the meantime many patients lose, by misdirected 
surgical intervention, the appendix, gallbladder, and fe- 
male reproductive organs. 
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A systemic toxic condition is usually a manifestation 
of infection, though under certain circumstances uremia 
may occur. The amount of fever is not necessarily propor- 
tionate to the amount of pus found in the bladder urine, 
particularly during acute episodes. The infected hydro- 
nephrotic urine, during these periods, may not reach the 
bladder because of ureteral obstruction due to inflamma- 
tory ureteral edema; however, when the edema subsides 
the infected urine suddenly spills into the bladder, and the 
character of the voided urine reveals the heretofore un- 
suspected renal infection. This explains why patients may 
experience marked polyuria coincident with improve- 
ment after an acute attack. In children in whom a large 
kidney may be felt, it is not unusual to note the disappear- 
ance of the lumbar mass as improvement becomes mani- 
fest. 

The physical findings in hydronephrosis depend on its 
acuteness, the amount of enlargement, or the degree of 
infection. If the kidney is greatly enlarged it may be pal- 
pable, and if there is much infection associated with ex- 
trarenal extension there may be exquisite lumbar tender- 
ness. Other physical findings depend on the evidence 
associated with infection and on the manifestations of 
a toxic condition that accompany renal failure. There 
may be evidences of generalized nutritional disturbances 
if the patient has had repeated severe attacks of infection 
and pain or in instances of profound chronic uremia asso- 
ciated with bilateral congenital hydronephrosis or uni- 
lateral hydronephrosis with an opposing hypoplastic or 


aplastic kidney. DIAGNOSIS 


The diagnosis of hydronephrosis is dependent on radio- 
graphic evidence of dilatation of the renal drainage sys- 
tem (pelvis and calices) associated with residual urine 
in the suspected kidney. The presence of infection, or of 
calculi or tumor, is a complication rather than an essen- 
tial finding. The radiographic evidence may be obtained 
by either excretory or retrograde pyelography; however, 
it is essential, prior to treatment, that every instance be 
investigated not only by retrograde pyelography, in order 
to determine the morphological appearance of the kidney 
and pelvis, but also by a precise ureterogram and indi- 
vidual renal function studies. It is essential to visualize 
the exact point and extent of ureteral obstruction and 
the amount of functional activity so that the proper ther- 
apy may be given. Three morphological types of congen- 
ital ureteropelvic obstructions can be distinguished: 
1. The type that is usually attributed to aberrant vessels 
or bands, in which the renal pelvis is spherical with 
clubbed calices and the point of ureteral attachment is 
not apparent (the so-called kettle drum pelvis). With a 
satisfactory ureterogram, the relation of the ureter to the 
renal pelvis is clearly demonstrated; the obstruction is 
short and abrupt. 2. The type in which there is an asso- 
ciated renal ptosis and the kidney has descended and 
presumably angulated the ureter over some structure 
such as a vessel or fibrous band. 3. The type in which the 
ureteral attachment to the bulging renal pelvis is visual- 
ized as a conical tip associated with a variable length of 
ureteral stricture. In this group it is essential to demon- 
strate the exact length of the stricture before operation, 
in order to anticipate the proper method of surgical re- 
pair. 
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The importance of a complete ureterogram cannot 
be overemphasized, since there may be more than one 
stricture in the ureter, and to relieve one obstruction 
without the other will result in a surgical failure. A kid- 
ney must have available at least one-fifth of its initia] 
function in order to justify a plastic surgical procedure. 
If the obstructed kidney has less than this amount of 
function and has a satisfactorily compensating mate, jt 
will continue to lose function. It could not sustain life: 
hence, to attempt a repair would be valueless and in all 
probability would necessitate a second nephrectomy. The 
subject of renal function is far too extensive to permit 
more than a few precursory remarks in this discussion, 
The individual renal phenolsulfonphthalein tests and ex- 
cretory pyelogram afford a rough estimate of renal tubu- 
lar function. In spite of their shortcomings, these tests 
continue to be valuable in most instances. They should 
be supplemented with others, particularly the nonprotein 
nitrogen or urea nitrogen determination of the blood. 
The phenolsulfonphthalein and excretory pyelographic 
studies are estimates of renal tubular function; for an 
accurate measurement of the potentiality of a poorly 
functioning kidney, glomerular determinations of func- 
tion are advisable. The inulin clearance test measures 
glomerular function, but it presents technical problems 
that are beyond the limits of the average hospital diag- 
nostic laboratory. The relatively simple endogenous 
creatinine clearance test of Nesbit shows promise in this 
regard and should be given consideration in borderline 
problems. 

In certain complicated circumstances, angiography 
may be used to demonstrate the adequacy of the renal 
vascular pattern; thus it may be of assistance in determin- 
ing the operative choice in hydronephrosis. Obviously, 
for our purpose angiography is of limited value. Much 
has been written in recent years on aortography, but the 
early studies of Doss and Nelson have remained espe- 
cially valuable. Recently Smith has contributed his ex- 
periences in a series of 1,500 angiograms. The conserva- 
tion and restoration of functioning renal tissue is de- 
pendent on the physician’s ability to determine both the 
static and potential renal function. As this problem is 
further clarified, our failures to accomplish this thera- 
peutic goal will approach the vanishing point. 


TREATMENT 

Fundamentals of Surgery.—The treatment of simple 
hydronephrosis or pyelectasis is surgical. The precise sur- 
gical procedure depends on whether the condition is uni- 
lateral or bilateral and on the individual and combined 
renal function. Hinman has pointed out the fundamental 
concept that renal repair is totally dependent on renal 
stimulation and that without renal stimulation the dis- 
turbed kidney makes no progress toward a return of func- 
tion. The surgical repair of a kidney with less than 20% 
function and with a normally compensating mate is 
valueless, since no demands are placed on the morpho- 
logically corrected kidney, and it fails to improve func- 
tionally. If this kidney is called on at a later date to sus- 
tain renal function, it is inadequate, and death results. 
If, on the other hand, both kidneys show evidence of 
hydronephrosis and dysfunction, the physician is obliged 
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p salvage both kidneys. This procedure, too, follows 
definite rules. The poorer kidney must be repaired first; 
this rule has its basis in Hinman’s dictum of renal stimu- 
iation. When the better kidney is operated on second, the 
junctional load is placed on the initially poorer kidney; 
thus it has the opportunity to regain much of its potential 
xtivity. However, the better kidney must be operated on 
without undue delay, so that the kidney first operated on 
yill be in a phase of active improvement and can assume 
the increased functional load placed on it. There are 
two basic fundamentals of all surgery in hydronephrosis: 
(1) nephrectomy of the kidney without life-sustaining 
junction if the opposite kidney demonstrates normal 
function and (2) repair of the poorer kidney first, fol- 
iowed in a short time by the repair of the less disturbed 
kidney, if there is bilateral obstruction. 


Operative Procedures——The number and reputed 
value of the various operations for enlarging and main- 
taining an adequate ureteropelvic caliber are too nu- 
merous and too complex to discuss at length. Most of 
these operative procedures employ renal drainage by 
either pyelostomy or nephrostomy; with either of these 
treatments a splint of the site of the ureteral repair may 
be used. Some of the most satisfactory operative pro- 
cedures for the correction of ureteropelvic obstruction 
ae (1) extraureteropelvic surgery (lysis of extraureteral 
structures, such as aberrant vessels and fibrous bands, or 
nephropexy), (2) pelvioureteroplasty (ureteropelvic in- 
cision or plastic alteration of the ureteropelvic junction), 
and (3) excision of ureteropelvic stricture (ureteral re- 
implantation or pelvic resection with ureteral anastomo- 
sis). As to the procedures listed under extraureteropelvic 
surgery, we have found few instances in which the ureter 
was obstructed by either renal position or extrarenal 
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structures without associated intrinsic ureteral factors of 
obstruction; however, indications arise for these proce- 
dures alone or in combination with pelvioureteroplasty. 
Nephropexy may be used to place the kidney in a position 
to avoid ureteral compression by such structures as aber- 
rant vessels. On occasion this may be accomplished with- 
out the necessity of dividing the vessel, which may be 
supplying a major portion of the kidney. Pelviouretero- 
plasty may be accomplished by splitting the stricture and 
permitting the ureter to re-form about a splinting catheter. 
We have found this method particularly useful in ureteral 
strictures of unusual length. The intubated ureterotomy 
of Davis is the outstanding example of this group. Plastic 
alteration of the ureteropelvic junction is exemplified by 
the method of Foley or the more recent operation de- 
scribed by Culp. In both of these procedures the uretero- 
pelvic caliber is increased by incising the narrowed ure- 
teral area and interposing an attached wedge or tongue 
of pelvic wall between the edges of the ureteral wall to 
increase the ureteral circumference. In ureteral reimplan- 
tation and pelvic resection with ureteral anastomosis, 
stricture is resected so that normal ureter is anastomosed 
to the renal pelvis. We have employed pelvic resection 
coupled with reapplication of the ureter, so that the new- 
formed renal pelvis is composed of pelvis and ureter; 
thus a most satisfactory funnel-shaped pyeloureteral 
junction is obtained. All of these methods of plastic re- 
pair have their advocates; each urologic surgeon can 
present many successes, and each has his failures. The 
method itself is less important than the surgeon’s skill; 
it is essential that every surgeon adapt the corrective 
operation to the problem, remembering always the func- 
tional dictates of the kidneys. 


801 Heyburn Bldg. (2) (Dr. Lich). 





FACTORS INVOLVED IN THE MANAGEMENT OF 
PROSTATIC OBSTRUCTION 


William P. Herbst Jr., M.D., Washington, D. C. 


Mortality and morbidity associated with the treat- 
ment of prostatic obstruction are continuously being 
reduced. In 1953, the highest mortality rate associated 
with operative relief of prostatic obstruction was less 
than 4% and was in a city hospital, where the worse 
sks are always treated; mortality was from 0.83% to 
kss than 2% in other institutions, including large medical 
centers, open-staffed general hospitals, university hos- 
pitals, and a physician-administered hospital. The factors 
responsible for these impressive figures include antibi- 
olics, antihistamines, stress compensation substances, 
vitamins, blood transfusions, and, very important, good 
anesthesia, The management of patients with prostatic 
obstruction has become so expert that almost any person 
who is not moribund may be subjected to one of the pro- 
cedures discussed herein. 


TYPES OF PROCEDURES 
Catheterization.—For the patient whose general con- 
dition is such that neither the patient nor the physician 
feels that a surgical procedure is justified, the indwelling 


urethral catheter will often prove satisfactory. It is inter- 
esting to note that the reaction of the urethra and bladder 
to an indwelling catheter is extremely variable. Some will 
tolerate a catheter indefinitely with satisfactory comfort 
and no encrustation in the lumen or around the distended 
bulb until the catheter becomes deteriorated. Others will 
not tolerate a catheter more than a few days before it 
becomes encrusted and occluded. When catheters are 
not tolerated, one of two courses must be instituted: 
(1) frequent changes and the use of antibiotics, vitamins, 
and general supportive measures or (2) a suprapubic 
cystostomy. If the obstruction does not result in too great 
an amount of residual urine and the patient is not dis- 
turbed to too great an extent by this, the administration 
of 1 mg. of diethylstilbestrol or comparable doses of other 
estrogens will result in varying degrees of reduction of the 
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volume of residual urine. Trial alone will determine the 
effectiveness of this type of therapy. 

A bladder that has been carrying a large volume of 
residual urine for long periods of time without emptying 
should be subjected to a gradual decompression instead 
of complete emptying. This is best carried out by the 
method of von Zwalenberg, which consists in the passage 
of a Foley catheter without allowing any of the urine to 
escape except through an attached length of tubing that 
is hung over the edge of an elevated enema can so that 
during expiration a few drops of urine will pass into the 
enema can. The height of this can above the bladder is 
reduced 1 in. per hour until the bladder is completely 
empty. The reason for the institution of such a procedure 
is the fact that in very rare instances the sudden reduction 
of back pressure on the kidneys results in congestion, 
hematuria, anuria, and death. 

Simple catheterization, a serious procedure before the 
advent of antibiotics and chemotherapy, is still potentially 
hazardous. The disturbance of an infected prostate fre- 
quently releases bacteria in the blood stream. This used 
to be accompanied by the so-called urethral chill, which 
represented the dissemination of bacteria in the kidneys 
and other solid organs. With use of chemotherapy and 
antibiotics, this is rarely a serious phenomenon. Trans- 
urethral resection is accompanied by bacteremia in over 
30% of cases. 

Transurethral Resection.—Transurethral resection is 
a “must” procedure in patients who have urethras of nor- 
mal caliber with (1) inoperable carcinoma of the prostate 
with retention; (2) a small, cicatricial, infected, inflam- 
matory, obstructing gland; (3) ball-valve obstruction; or 
(4) median bar obstruction. In addition, transurethral 
resection may be done in any case in which the prostate 
is moderate-sized and the general condition of the patient, 
the doctor’s judgment, and the patient’s preference indi- 
cate this type of procedure. Another indication for trans- 
urethral resection is a neurogenic condition of the bladder 
in which the bladder will not empty completely. In these 
situations, graded resection can be done; in rare instances 
not only resection of the gland but resection of the ex- 
ternal sphincter will be necessary to allow a bladder to 
empty completely. Transurethral resection of the internal 
sphincter of the female is occasionally a constructive 
measure. 

The hazards of transurethral resection include (1) 
postresection urethral stricture, which is of lifelong dura- 
tion and in some instances results in numerous successive 
complications; (2) recurring infections of the remaining 
prostatic tissue; and (3) anuria, which in rare instances 
occurs during the procedure. Dr. Fred Foley was the first 
to observe the fact that blood was coming from the kid- 
neys during the latter stages of a transurethral resection 
that he performed and that was followed by anuria. At 
this time the cause of this anuria is still unexplained. If, 
during a moderately prolonged transurethral resection, 
the entire resected area begins to bleed suddenly and 
continuously and is not amenable to hemostasis, the pro- 
cedure should be stopped instantly. This phenomenon 
has been observed in cases in which anuria develops, and 
it might be interpreted an indicative of a preshock status. 
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Indications for Prostatectomy.—The indications fo, 
simple perineal prostatectomy are a small or moderate. 
sized prostate, an open perineum, a prostate close to the 
perineum, potency no concern, or a blocked suprapubic 
approach. The indications for radical perineal prostate. 
tomy are a perineally accessible, cancerous prostate tha 
is not fixed and in which no metastasis is demonstrable 
and, rarely, extensive tuberculous prostatovesiculitis 
When anatomic relations are such that the perineal ap. 
proach is difficult and the surgeon would like to explore 
the abdomen or pelvis with or without gland dissection, 
retropubic prostatectomy is not the method of choice fo; 
benign obstruction. There is no indication for this type 
of procedure if fundamental surgical principles are ob. 
served. However, when the prostate is unusually large 
or mostly intracystic, or both, or perineal access is diff 
cult, suprapubic prostatectomy is indicated. 

Suprapubic Cystostomy.—When (1) it is impossible 
to introduce instruments through the urethra, (2) a two 
stage procedure should be made of transurethral resec- 
tion, perineal prostatectomy, or suprapubic prostatec- 
tomy, or (3) the condition of the patient does not seem 
to justify definitive surgery, suprapubic cystostomy is 
indicated. 

COMMENT 


Blood loss involved in any of these procedures has 
always been important; even though the ready availa 
bility of blood provides a pleasant sense of security, blood 
loss should be meticulously controlled. Prolonged pro- 
cedures for transurethral resection result in excessive 
blood loss at times, and it seems likely that this hemor- 
rhage may be the most important factor in renal hema- 
turia, lower nephron nephrosis, and anuria. Retropubic 
prostatectomy for benign obstruction is contraindicated 
because two fundamental surgical principles are violated: 
(1) unnecessarily large tissue-plane areas are opened, 
and (2) large venous plexuses are often ligated. Similarly, 
less tissue plane is opened when the perineal rather than 
the suprapubic approach is used. Vas ligation results in 
the reduction of the incidence of epididymitis from 12 
to 3%. It is advisable to do vas ligations. Over half of all 
patients with prostatic obstruction may be treated by 
transurethral resection, perineal prostatectomy, or supra- 
pubic prostatectomy, keeping in mind the considerations 
discussed above. Most of the deaths following these pro- 
cedures in the statistics studied were due to coronary de- 
ficiency and vascular accidents such as embolism, cert- 
bral hemorrhage, and thrombophlebitis. 


1801 Eye St., N.W. (6). 





Responsibility of Attending Physician.—The physician in charg 
of the case is responsible for treatment of the patient. Const 
quently, he may prescribe for the patient at any time and '5 
privileged to vary the treatment outlined and agreed on at 4 
consultation whenever, in his opinion, such a change is wal 
ranted. However, after such a change, it is best to call anothe! 
consultation; then the physician in charge should state his 
reasons for departing from the course decided at the previous 
conference. When an emergency occurs during the absence of 
the physician in charge, a consultant may assume authority 
until the arrival of the physician in charge, but his authority 
should not extend further without the consent of the physicia® 
in charge.—Principles of Medical Ethics of the American Medi- 
cal Association, chapter 5, section 6, June, 1954. 
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Endocrine therapy plays a part in the treatment of 
carcinoma of the prostate whose importance is well 
attested by clinical and laboratory experience. Much 
has been learned since the original laboratory and clinical 
observations, 14 years ago, of Charles Huggins * on the 


S type 
re ob- ME effect of castration on the carcinomatous prostate; the 
' large fi independent report of Arbor Munger * on the effect of 


castration by radiation therapy; and the report by Wil- 
liam Herbst * on the favorable effect of estradiol and 
diethylstilbestrol on carcinoma of the prostate. Yet, 


S diffi- 


»ssible ; 
a two despite this large volume of literature, many of the essen- 
resec- fa tial factors are little understood. 


tatec- The complete eradication of cancer of the prostate can 
seem fae only be accomplished by early detection, prior to mani- 
my ism festation of symptoms, and radical surgical removal of 

the prostate with its capsule and the seminal vesicles with 

the capsule. Happily, the group of patients so treated is 
1s te becoming larger since the examination of the Prostate by 
wale. rectal palpation has become a part of the routine physical 
blood a ¢X2mination of men over 50 years of age. Another group 
of patients is being more seriously considered, namely, 


<n the patients with a carcinomatous prostate that is fixed 
smor. 20d in which the neoplasm has apparently progressed 
ema. beyond the capsule but shows no evidence of metastasis. 
pubic Under endocrine therapy, the lesion regresses and 
cated a Pecomes removable. The favorable reports of Colston * 
ated: Me 2nd of Sullivan and Hartwig ° justify careful reevaluation 
ened eo! carly carcinoma after therapy with the idea of radical 
larly, removal. Another group of patients is receiving special 


than attention today—those with fixed carcinoma that is obvi- 
Its in ME OUSly not operable, and will not respond to endocrine 
m 12m therapy sufficiently to become operable, but has no evi- 
of all a dence of metastasis. Patients in this category are being 
d by Me teated with radioactive gold by Rubin Flocks,° and pre- 
./ liminary reports suggest there is considerable value in this 


upra- 
tions 4 Ode of treatment. 

; Pro- TREATMENT OF INOPERABLE LESIONS 

y de- The largest group seen in clinical practice constitutes 


cere HM those in whom the lesion is inoperable, with or without 


demonstrable metastasis, and the treatment mentioned 

above is not applicable. The report of the survey of this 

group by Nesbit and Baum * states, “Five year control of 
harge fe Prostatic cancer is most effectively obtained by the com- 
‘onse- J bined use of castration and endocrine therapy instituted 
ind 5 HM as soon as the diagnosis is established.” Although the 
| a figures shown by Nesbit indicate that this is advisable, 
other some observers, such as Herbst,° state that in their cases 
e his the withholding of castration as a reserve measure, to be 
aor used only when reactivation of the carcinoma becomes 
sot apparent, is indicated. O’Connor and Sokol,’ discussing 
rority Mm this subject at the annual meeting of the American Uro- 
siciat J logical Association in 1954, stated, “To arbitrarily insist 
Med: upon immediate orchiectomy for every patient in whom 


carcinoma of the prostate is found is not in accordance 


and 


Robert V. Brennan, M.D., St. Louis 


with the best interests in all patients. This is our studied 
and honest opinion, and we are illustrating individual 
instances which we believe emphasize the ‘dual regres- 
sion.’ It is our feeling that if they have no evidence of 
metastases when first seen, we should try to save the 
orchiectomy more or less as an ace-in-the-hole to be used 
when there is further progression of the local lesion or 
evidence of metastases with pain.” 

The question arises whether there would be only one 
regression, if both measures had been instituted, that 
would be longer than the combined time of the “dual 
regressions.” The combined therapy was shown to result 
in a longer period of survival than either orchiectomy or 
the estrogen therapy instituted in the urosurgical survey. 
Our findings in a series of 53 patients with controlled 
prostatic cancer indicate also that there is longer survival 
in those treated initially with both orchiectomy and 
estrogenic therapy. 


Recrudescence.—The greatest problem is seen in the 
patient who undergoes reactivation of carcinoma after 
castration has been carried out and while endocrine 
therapy is being given. The picture is a common one. 
Months and years have elapsed since therapy was insti- 
tuted when suddenly the patient begins to fail again; 
weakness, pain, loss of weight, anemia, regrowth of pros- 
tatic mass, and metastatic lesions appear or become 
worse. Whatever the cause—androgen independence, 
activation of other glands to produce androgenic sub- 
stances—the condition is tragic. Following logical lines 
of reasoning, Huggins, Scott, Harrison, Baker, and many 
others performed bilateral adrenalectomy. The early 
results were very striking. Evidence is now accumulating 
to indicate that adrenalectomy is practical and that life 
can be sustained after the procedure. Relief of pain is 
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common; however, regression of carcinomatous lesions 
is not observed and the survival period is not increased. 
William Baker *° of Chicago, discussing this procedure, 
states, “There is no doubt that bilateral adrenalectomy 
controls the pain satisfactorily in some of these people. 
The procedure does not stop the malignant process or 
its metastases, and there is no proof that it prolongs life. 
It does, however, make the patient more comfortable.” 

Relapsing carcinoma has also been treated by corti- 
sone or hydrocortisone and estrogen, producing adrenal 
cortical suppression and, finally, atrophy. Drs. Valk and 
Ozar " in May, 1954, reported on 27 patients so treated, 
of whom 9 died from uncontrolled carcinoma and 
4 from other causes. Average survival is 8.4 months 
after the clinical relapse. The intramuscular injection of 
25 mg. of hydrocortisone acetate every other day with 
estrogen given orally daily gave better results in their 
hands. An insufficient number of patients has been 
studied to determine if the survival period is lengthened 
by this method. It does not appear to arrest the carcino- 
matous growth, but it may prove to be the most satisfac- 
tory palliative method in these desperate cases. 

Paradoxically, the use of large doses of testosterone in 
these cases is reported by others to have merit. In some 
hands, a favorable effect has been observed on changing 
from estradiol to diethylstilbestrol or progesterone. 

Chlorotrianisene.—Probably the most valuable addi- 
tion to our therapy has been the introduction of chloro- 
trianisene (TACE). It seems to be a distinct step for- 
ward in the endocrine therapy of carcinoma of the pros- 
tate. For the last three and one-half years we have had 
this estrogenic substance under study, and we now have 
53 patients included in this study. The remark made by 
Dr. Willard Allen ** seems quite true: “It is obvious to any 
of us initiated in the physiology of the sex hormones that 
we are dealing with no ordinary estrogen.” The advan- 
tages may be listed as follows: (1) long duration of 
action, related to storage of the estrogenic substance in 
fat and probable stimulation of production of natural 
estrogen; (2) failure to cause enlargement of the adrenal 
and pituitary glands; (3) lack of side-effects such as 
nausea, anorexia, or edema; (4) improvement resulting 
when it is substituted for other estrogens that have failed 
to give relief; and (5) the apparently longer period of 
quiescence and longer survival period. 

The long duration of action was shown to be 53 days 
from 10 mg. of chlorotrianisene, as compared to 2 days 
from 1 mg. of hexestrol. Suprapubic fat removed by us 
in patients who had received 24 mg. of chlorotrianisene 
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daiiy tor seven days contained an average of 0.45 gm. of 
the agent per 100 gm. of fat. Greenblatt ** of the Medica| 
College of Georgia reported that 0.424 mg. of chloro. 
trianisene per 100 gm. of fat was found three and one. 
half days after administration of the estrogen had beep 
discontinued. In women in whom pellets of estradio| 
had been embedded, no estradiol was recovered in the 
fat. C. R. Thompson * found estrogenic material in the 
feces after the administration of chlorotrianisene. This 
was not all unabsorbed material, since this estrogen was 
some other estrogen than chlorotrianisene, as evidenced 
by the fact that chlorotrianisene was shown to be absent 
from the feces by spectrophotometric analysis. Further- 
more, the material from the feces did not possess the 
typical activity of chlorotrianisene. In doses equivalent to 
5 mg. of chlorotrianisene, it was short-acting; the estro- 
genic effect in rats lasted 4 days, as compared to 21 days 
for chlorotrianisene. Likewise, estrogenic material equiv- 
alent to more than 100% of the administered dose of 
chlorotrianisene was recovered from the feces. This 
would suggest that chlorotrianisene causes increased pro- 
duction of estrogens in the body. This continuous pres- 
ence of a significant amount of estrogenic substance 
may account for the observed added length of time before 
a recrudescence appears in patients taking chloro- 
trianisene. 


Adrenal glands removed at autopsy by us from pa- 
tients who had been taking chlorotrianisene over a long 
period showed no enlargement or change of structure. 
This is in contrast to findings in patients who have re- 
ceived other estrogenic substances. It has been thought 
that the overproduction of androgens by the adrenal 
glands has caused the reactivation of carcinoma. It would 
appear that excitation of the adrenal gland is not caused 
by chlorotrianisene. Likewise, the pituitary gland is en- 
larged only slightly. Dr. Warren Nelson,** department of 
anatomy, State University of Iowa, stated that experi- 
ments with rats showed that 0.2 mg. of chlorotrianisene 
severely inhibited production of pituitary gonadotrophin 
and resulted in inhibition of testicular activity. Histo- 
logically, the hypophysis showed complete absence of 
the delta cells, one of the group of basophil cells. The 
gland did not show the characteristic hypertrophy that 
occurs in animals treated continuously with other estro- 
gens. The comment has been made **: “It has been sug- 
gested that adrenal hypertrophy may be one of the factors 
limiting the value of estrogen treatment of prostatic carci- 
noma. If this is indeed the case and if it can be proved 
that TACE controls prostatic carcinoma without affect- 
ing the adrenals, this drug might offer advantages over 
estrogens now in use.” 

Of the 53 patients receiving chlorotrianisene who have 
been observed by us, 8 have died as a result of cancer 
and 8 have died from other causes. Of the 37 who are 
living and well, 19 have survived three years; 4, two 
years; 9, one year; and the remaining 5 have been receiv- 
ing chlorotrianisene for therapy less than a year. Our 
three year survival rate is 70%. The report of Parke 
Smith’s study ** of 63 patients treated with chlorotriani- 
sene plus orchiectomy indicates 80% survival. Dr. Edwin 
P. Alyea** in June, 1954, stated that his survival rate for 
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400 patients with carcinoma of the prostate, treated with 
estrogen and orchiectomy, was 58% in five years. He 
also stated that he believed that any malignant lesion 
should be immediately attacked with the strongest meth- 
ods available and, therefore, he recommended orchiec- 
tomy and androgen therapy at the time of diagnosis, and 
that he had been using chlorotrianisene for the last sev- 
eral years. 

In our study of chlorotrianisene, we did not find it 
necessary to discontinue its use in any patient because of 
nausea, vomiting, or any other side-effect. Edema was 
not present in any of our patients who were taking chloro- 
trianisene. Enlargement of the breasts occurred in about 
80% of the patients and was accompanied by some ten- 
derness and discomfort. One patient in our series received 
180 mg. of chlorotrianisene daily for 55 days without any 
ill effects. He died of cardiac asthma, and at autopsy the 
adrenal gland was found to be macroscopically and 
microscopically normal. This patient was treated for can- 
cer with orchiectomy, perineal radon injection, and estro- 
gens. He lived for 10 years after the initiation of this 
treatment. The rate of excretion of 17-ketosteroids in his 
urine was 5.5 mg. in 24 hours. This substantiates in man 
the laboratory finding in animals that chlorotrianisene 
apparently does not activate the adrenal gland. 

Sixteen patients in our series, when first seen, were re- 
ceiving diethylstilbestrol and undergoing recrudescence 
of cancer when chlorotrianisene was substituted for the 
other estrogen. The downhill course was reversed, as 
demonstrated by relief of pain; increase in weight; altera- 
tion of pathological processes such as regression of the 
prostatic lesion and metastatic lesion, if present; and im- 
provement of the blood picture. 
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SUMMARY 


The only group of patients with carcinoma of the pros- 
tate who do not require endocrine therapy are those in 
whom the cancer has not extended beyond the capsule of 
the prostate. This group is becoming larger since palpa- 
tion of the prostate gland has become a part of the routine 
physical examination of men over 50 years of age. Bor- 
derline candidates for radical surgery are being included 
in this group by vigorous endocrine therapy. The inter- 
stitial injection of radioactive gold in prostates with nomi- 
nal amounts of metastases is being studied, but complete 
eradication is probably not to be expected by this method. 
Conclusive evidence as to the relative value of combining 
endocrine therapy with orchiectomy as soon as the diag- 
nosis is made or of withholding orchiectomy until regres- 
sion recurs is still lacking. The results obtained by the 
urosurgical survey,’ Alyea,'* and us would suggest that 
both treatments be given immediately. The treatment for 
the recrudescent carcinomatous prostate is still un- 
satisfactory. Intramuscular injection of hydrocortisone 
every other day and administration of chlorotrianisene 
(TACE) daily seem to be the best palliative treatment. 
Orchiectomy should be performed if it has not already 
been done. Surgical adrenalectomy and cortisone adrenal- 
ectomy do not cause regression of the lesion or shorten 
the survival time but may give relief of pain. Chlorotriani- 
sene, one of the newer synthetic estrogens, appears to 
have greater value than others in both laboratory and 
clinical observations, owing to the fact that it is stored in 
the fat and therefore liberated regularly and apparently 
does not activate the adrenal or pituitary gland. It also 
has few side-effects and is tolerated over a long period 
of time. 


539 N. Grand Blvd. (3) (Dr. Carroll). 





THE SPHERES OF MEDICINE 


Percy E. Hopkins, M.D., Chicago 


Once upon a time—in fact, until fairly regently—the 
duties of a physician were quite simple: he took care of 
his patients as best he could. You will recall that the 
Hippocratic Oath pledged him, first to keep the highest 
regard for his teacher in the art, and pass on his medical 
knowledge to selected individuals, and, second, to “use 
treatment to help the sick according to my ability and 
judgment,” while refraining from unethical practices and 
maintaining due secrecy. And in another Hippocratic 
passage (The Art) medicine is defined as the art of 
“doing away with the sufferings of the sick and lessening 
the violence of their disease.” 

That has been the way of it through all the twenty-five 
centuries since Hippocrates and his Coan School began 
the effort to free medicine of superstition and set it on 
a sound scientific course, and to establish the ethical 
bases which have ever since been the rule and guide to 
our profession. The doctor devoted himself to his patient, 
and that devotion has been so firmly lodged in the profes- 
sional tradition that it is difficult to conceive of his spend- 
ing his energies to any great extent on other activities. 


But all that has been changed, our generation of 
physicians—and probably those to come after us for a 
long time—have been forced out of our traditional orbits 
into many spheres of activity, which would have been 
incomprehensible to our predecessors. 

And so I have chosen to talk briefly to you about these 
spheres of medicine—these incredible activities which 
today take so much of the time and energy the physician 
might otherwise devote to his patients. You are all fa- 
miliar with the activities I refer to—the memberships on 
dozens of committees dealing with such subjects as 
insurance, public relations, press relations, political prob- 
lems, social security, veterans’ affairs and many, many 
others. 

My reason for the choice is simple; it is to point out 
to you, as emphatically as I can, that our new activities, 
in the last analysis, are not merely something forced on 
us by our harsh environment, but are in fact part and 
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parcel of our duty to our patients. Unfortunately, some 
doctors have failed to realize that fact. Some look down 
on such activities and refuse to take any part of them. I 
submit to you, on the contrary, that such men are wrong 
and that what we are trying to do today is for the welfare 
of the public, our patients, because they are part of the 
plan by which we hope to keep our profession free of 
government control. 


If we cannot keep medicine free, the ultimate sufferer 
will be the patient. And it is therefore our duty as phy- 
sicians to fight off the hungry hordes of welfare state 
Socialists who see control of medical care as the way to 
total domination of our world. Only in freedom can we 
“use treatment to help the sick according to our ability 
and judgment.” Thus we still carry out the terms of The 
Oath. 

Therefore, in my opinion, the physician who fails to 
take his share of the profession’s responsibility in public 
relations, in insurance, in public education in medical 
problems, in political activity is shirking his duty. It is 
true that many of the new programs have been forced on 
us and that we have had no choice but to accept them, 
but they are forced on us by the circumstances of the 
world in which we live and practice medicine, and the 
only intelligent course left to us is to face the constant 
change in pressures as realistically as we can. It is an 
error to seek change for the sake of change; it is likewise 
an error to refuse to face the facts and change our course 
in accordance. 


When we look back over the recent history of organ- 
ized medicine, the point of what I am saying becomes 
obvious. Medicine as an organization has been in a 
continuous process of change for the last half century 
at least. And the expansion of our not strictly clinical 
activities has followed a logical pattern, as changes in 
the scientific, political, or social climate forced medicine 
to adapt itself to new ideas and new demands. Half a 
century ago, for instance, two of the most important 
activities of organized medicine were the improvement 
of educational and hospital standards in 1904 and the 
control of quackery and of proprietary pharmaceuticals 
in 1906. There was probably little objection to them, or 
to the publication of adequate journals, the establishment 
of laboratories, the campaigns for licensing laws and 
similar activities, or to ethical relations activities as 
centered in the Judicial Council. Health Education work 
began in 1911, as the growing complexity of medicine 
roused public demand for sound information. “Hygeia” 
(now “Today’s Health”) was set up in 1923. All these 
were obviously within the scope of The Oath. 

As time went on, more and more activities were added: 
The Bureau of Legal Medicine and Legislation in 1922, 
the Council on Physical Medicine and Rehabilitation in 
1925, the Council on Foods and Nutrition in 1929, the 
Council on Industrial Health in 1938, the Bureau of 
Medical Economic Research in 1931. Each of these in- 
novations meant that medicine was alert to the chang- 
ing aspects of its environment and was steadily adapting 
itself to these changes. 

The process has continued over the last 20 years as 
well, in response to new pressures or developing interests 
involving medical problems. Farmers’ demands for better 
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health care brought the Council on Rural Health in 1945, 
Growing use of the motion picture as a teaching technique 
founded the Committee on Medical Motion Pictures jp 
1946. The growth of pharmaceutical chemistry, resylt. 
ing in hundreds of new drugs, required the Committee on 
Research by 1946. Public problems regarding cosmetics, 
deriving from their increasing use and the many new 
chemicals introduced, including hormones, brought forth 
the Committee on Cosmetics in 1948. The threat of 
new wars and world tensions, plus the need for doctors 
for the armed services, resulted in the establishment of 
the Council on National Emergency Medical Service, in 
1947. DDT and other war-born drugs for insect and ver- 
min control, and the tremendous chemical development 
in that area after the war, evolved the Committee on 
Pesticides in 1950. And the development of psychiatry, 
plus pressures for better mental hygiene in the face of 
modern tensions, resulted in the Committee on Mental 
Health in 1951. 


Then in 1943 the Council on Medical Service and in 
1951 the Department of Public Relations were estab. 
lished. Along with them came the opening of a Washing- 
ton office. Each similarly responded to a passing need. 

Medical Service was created to meet the socialistic 
efforts which began in the 30’s to impose a system of na- 
tional compulsory health insurance on the United States, 
Through a series of committees, it promotes voluntary 
health insurance, studies medical care data, and in gen- 
eral maintains a close watch over social and economic 
changes affecting medicine. It evaluates health insurance 
plans of all sorts, studies hospital extension programs 
and keeps in touch with federal medical activities and 
other public health care programs. The Washington 
office, created because of the movement of the federal 
agencies into medical fields, watches federal legislation 
and assists the Committee on Legislation of the Board of 
Trustees in presenting to Congress the carefully thought- 
out position of organized medicine. The Department of 
Public Relations, created because of criticisms of medi- 
cine arising out of the debates on socialized medicine 
proposals, is responsible for efforts to improve the rela- 
tionship of medicine with the public. 

It is largely from the work of these three agencies, each 
a reaction to external pressure, that most of the newer 
and less obviously medical demands on the doctor’s time 
arise. But, as I said before, their establishment followed 
the same pattern as many of our other activities and simi- 
larly are intended for the public welfare, since their com- 
mon purpose is to maintain our freedom. Therefore, | 
see no reason why doctors should fail to cooperate with 
them. The man who does is holding himself aloof from 
the main channel of professional evolution. 

I have chosen these data on the expansion of the activi- 
ties of the American Medical Association as a convenient 
way of presenting the expansion of the activities of all 
medicine, since its growth has reflected nationwide trends 
and interests which are also affecting the programs of all 
component state and county societies. They tell the story 
of how far we have gotten from the ancient tradition of 
medical interests, and are in effect a list of the spheres of 
all medicine today. However, there is one fundamental 
difference between Medical Service, Public Relations, 
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and the Washington office, on the one hand, and our 
more scientific activities on the other. The programs 
evolved under Medical Service, Public Relations, and 
the Washington office require personal effort on the 
part of every physician, not just money, as the others do. 
There, I think, is one of the major difficulties, out of 
which grows the unwillingness of many physicians to 
recognize the social and economic problems of modern 
medicine. It is one thing to vote aye on spending some 
money to achieve some end, but it is quite a different 
matter to vote aye to a proposal and then go do it yourself. 

Take public relations, for instance. It is futile to try 
to control medicine’s relations with the public at the state 
or national level. We had not been long at the task of 
trying to do so four or five years ago when it became clear 
that the job was one for the individual doctor in his own 
office and community. That is where the complaints 
arise, for one thing. And, for another, that is where we 
find medicine’s strongest weapon—the patient’s loyalty 
to the devoted physician. The Committee on Medical 
Service and Public Relations of the Illinois State Medical 
Society recently published a pamphlet outlining a public 
relations program for county medical societies which 
emphasized that point, and listed 38 activities, from 
organization of the society to relationships with the press, 
nearly all of which revolve around the influence and co- 
operation of the individual physician. 

Or turn to insurance. That is one area where perhaps 
we have stepped outside our proper bounds. When we 
first entered this field as an answer to government insur- 
ance proposals, you will recall, many of our early experi- 
mental efforts were designed primarily for specified 
groups—the medically indigent, or the marginal groups. 
They were also largely local in concept, organization and 
administration. 

Many changes have occurred over the years. Some of 
them have been so gradual and so subtle that we may have 
failed to realize the extent to which we may have per- 
mitted ourselves to become involved in situations which 
may not be to our liking—and even may not be ultimately 
in the public interest. Perhaps it would be timely to pause, 
take stock, and see just where we are in the realm of 
voluntary health insurance and what, if anything, we 
should do about it. 

We often hear of health “service” insurance plans 
sponsored and approved by the medical profession. Many 
of these plans, in effect, are not service plans but they are 
so presented to the general public. The profession is often 
importuned to change an indemnity insurance plan to 
one on a service benefit. Moreover, physicians are asked 
to promote actively this or that particular plan to their 
patients. The net effect of some of these plans is to make 
us insurance salesmen. 

Before I go any further, I would like to say that my 
remarks here are not intended to be negative. My intent 
is to suggest that we may need to undertake an enlightened 
analysis of some of our spheres—and if necessary, define 
more clearly those which are proper and for which we are 
best qualified. 

I have been called on several occasions in the last year 
to speak on the role of the medical profession in voluntary 
health insurance. More and more I have come to the con- 
clusion that practicing physicians have little or possibly 
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no province as active participants in insurance. To as- 
sume—or in some instances, continue—an active role (if 
that includes either sponsorship or preferential approval) 
is but to invite ultimate trouble, and possibly to bring 
third parties into the traditional patient-physician rela- 
tionship. 

However, that does not preclude the individual doctor 
from becoming interested in the problem of health care 
insurance and doing what he can to rouse his patients’ 
interest in it. He does not have to be in the insurance 
business himself to take his share of the job of protecting 
patient and profession. 

Likewise, he should familiarize himself with the med- 
ical attitude toward the varied and numerous issues now 
confronting our nation, in the capacity and as a duty 
of both citizen and physician. He could thus contribute 
his share to our deliberations on such issues and bring 
intelligent support to our efforts on whichever side we 
think is right. The doctor spends less time nowadays with 
his patient. He no longer watches all night for the crisis 
in pneumonia or peritonitis; he doesn’t have to do that 
any more. New drugs and new techniques have reduced 
the time demands in many diseases. That extra time can 
still be devoted to the patient by way of social, economic, 
and political activities. 

It would be good, of course, to be able to contemplate 
a return to the simplicity of undisturbed, purely clinical, 
medical practice, without concern for public relations, 
insurance, legislation, the Bricker amendment, the re- 
insurance bill, social security, waiver of premium, hos- 
pital construction and accreditation and the dozens of 
other problems clamoring for our attention. But I wonder 
if that can ever happen in our time? I don’t believe so. 
I don’t believe we need to return. And I submit to you 
again my original thesis, that, in fighting on a hundred 
fronts, in a hundred spheres, to keep ourselves and our 
patients free, we are still carrying out the terms of our 
ancient compact, “to use treatment to help the sick ac- 
cording to my ability and judgment.” 

Taking a highly realistic view of the world we live in, 
I leave this parting thought with you: that the only way 
some of us will ever get more time to spend with our pa- 
tients will be for every physician to accept that ancient 
oath in its modern terms and take his share of the respon- 
sibility for carrying it out in today’s world. Spreading the 
work will lighten the burden for all. Hippocrates and his 
single simple sphere of medicine passed away 2500 years 
ago. His sons of 1954 face so many spheres they look like 
a mass of soap bubbles—or are those atoms? 


8411 S. Paulina St. (20). 





Tetanus-Diphtheria Immunization.—The use of repeated and 
properly spaced small doses of diphtheria toxoid in the absorbed 
state will induce a high level of immunity in unselected groups 
of young American adults with a minimum of side reactions. 
. . . The application of this principle in adults, by combination 
of small amounts of diphtheria toxoid with other immunizing 
agents (e. g., tetanus toxoid) appears practical and useful. The 
combination of tetanus toxoid with small amounts of diphtheria 
toxoid . . . permits effective immunization of adults against 
both conditions with less than one-half the number of injections 
currently required.—G. Edsall, M.D.; Commander J. S. Altman 
(MC), U. S. N. R., and Lieut. (j. g.) A. J. Gaspar (MSC), U, S. 
N. R., American Journal of Public Health, December, 1954, 
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DOCTORS AND THE PRESS FROM A SCIENCE WRITER’S POINT OF VIEW 


Alton L. Blakeslee, New York 


A friend of mine came down to breakfast the other 
morning rather badly hung over from a long intemperate 
night before. As he stared dully across the breakfast table, 
his wife remarked, “My goodness, darling, your eyes are 
bloodshot!” His only answer was, “You should see them 
from my side.” 

Today, I am to talk from the viewpoint, if not through 
the bloodshot eyes, of the newspaper science writer. 

A definition of legitimate medical news is, to me, the 
same as a definition of news of any kind. News is what- 
ever is interesting and significant to human beings. In 
order to make it worth its appearance in newspapers, it 
must of course be interesting and significant to a fairly 
large number of persons. 

It is perfectly obvious that people are interested in 
themselves, in their own health, and in their own chances 
for long life. This is the force which has primarily made 
medical news so popular in newspapers and magazines 
today. That, along with the advances in medical and sci- 
entific research, and the intelligence of doctors, which 
has radically changed the effectiveness of medicine even 
within the last ten to twenty years. 

Medical news can be anything pertaining to a new or 
improved treatment, a drug, a discovery of even the 
dangers and hazards in old and accepted treatment. It 
is not news to say that aspirin is pretty good for head- 
aches. It is news to say that the reason why aspirin may 
be good for rheumatic conditions is that large doses of 
aspirin bang the adrenal glands to produce more corti- 
sone. 

It is news when qualified physicians or scientists find 
that cortisone is useful against arthritis; when they report 
that cortisone can have hazards or side effects; when they 
report that careful administration can avoid these trou- 
bles; when they report that cortisone is not the magic 
drug for arthritis which it was first hoped to be. 

These are all bits of news because they are interesting 
to people, especially people with some reason for concern 
about arthritis. 

Is it legitimate news? Yes, when such reports are made 
by qualified physicians or scientists. Newspaper reporters 
and medical writers are not physicians. Therefore, in the 
Associated Press at least, we usually set as a criterion for 
medical news that it first be given some judgment by a 
man’s own peers. We limit ourselves usually to reports 
which appear in recognized medical journals, before 
medical societies and organizations, to statements from 
ethical medical or scientific associations and organiza- 
tions. 

We do this partly for our own protection, to help assure 
that the statement or report is somewhat authoritative. 
We are bombarded by ideas and claims from persons not 
trained in medicine, physics, chemistry, or astronomy, 
whatever the subject may be, and many times by ideas 
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from persons who are trained in those fields. We have to 
be on constant guard against quacks or dishonest persons 
who wish only to make money out of using the news 
pages of newspapers. When we cannot recognize some 
claim as obviously false, we check with persons who 
should be able to give some estimation of the validity of 
the claims that are being brought to us. We look to the 
background and we look for guidance, and we do not 
innocently accept everything told us by either the top. 
notch authorities, or by the most palpable quack. We 
know that sometimes an appointed spokesman for the 
medical profession can be so hipped on his own specialty 
and not abreast of other fields that he cannot tell us very 
well just what the value is of some treatment proposed 
by a younger man or even by a man as qualified as he 
is, particularly if it’s a development in some field other 
than a man’s own specialty. We have learned to judge 
also, the difference between a successful treatment of 
one patient with a drug, and a series of 50 or 200 ora 
thousand. 

As Steve has mentioned, we do not have a crystal ball 
to predict whether some new method or drug will be 
proved by time and human experience to be really valid, 
or must be abandoned because of unpredictable reactions. 
The doctors do not have that crystal ball either. We can 
only report the facts as they are given to us at the time 
and as they develop. We can, we should, and we do make 
it as clear as we can that while some new report may be 
promising, it needs further testing, that it is not some 
magic answer. We put in the poison of qualification and 
caution. 

What you do in your houses of delegates and medical 
councils is also medical news, very legitimate medical 
news. For by your policy-making steps, you are affecting 
the public. They have a right to know how you feel about 
organization and operation of hospitals, pre-payment 
plans, your attitudes toward fees, your contributions to 
care of patients who cannot afford to pay for the medical 
care they should have. 

When you take some step in these areas, we owe it to 
the public to tell what stand you took, and the reasons. 
And it is quite fair that we also balance the story with 
reactions from the organizations affected by some such 
statement of policy. We do this as a matter of course 
when statements are made or actions are taken by a 
major political party or by a litigant in a law suit. For it 
is our duty to inform the public of all facts and opinions, 
not just yours, not just those of lawyers or political can- 
didates, or truck drivers. 

We prefer, and whenever possible insist, on using 
names in our news stories, whether they deal with medi- 
cine or Congress or courts or whatever. Names and 
identifications are important in making news announce- 
ments more authoritative, more credible. There is a big 
difference in the story which quotes the chairman of the 
House Ways and Means Committee as saying that in- 
come taxes will be cut, compared with the story predict- 





_ @ @&=3 © wa &° 


——— was * = —_ © 


_ — -—_— ae 


— 


_~_ > se a2 oe 2a 





€ to 
Ons 
ews 
ome 
who 
y of 
the 
not 
Op- 


the 
ilty 
ery 
sed 


her 
Ige 


ta 
all 


id, 
nS, 
an 
ne 
ke 


ne 
id 


—_ 5 Vw 


Vol. 157, No. 7 


ing such a tax cut, as coming from unidentified sources. 
The latter story could be just some political trial balloon 
or even wishful thinking on the part of the reporter, the 
public could assume. The same question can be asked 
by the public concerning any story about medicine which 
comes from sources which are not identified authorita- 
tively. 

I firmly believe that good medical and health reporting 
does far more good for the American people than it does 
harm. If I didn’t believe so, I would quit my job right 
now. And so would all the science writers whom I know. 

The more knowledge people have about health, the 
better they can protect their health, live better and longer 
lives. And people are getting a great deal of the knowl- 
edge to do this from newspapers, magazines, TV, radio 
and books. 

There is a tremendous difference between the health 
information possessed by the American public now as 
compared with only a few years ago. Their health knowl- 
edge will continue to improve, for their own benefit, and 
for the benefit also of the medical profession. 

Polio vaccine trials could not have been staged so well 
unless there had been years of medical reporting about 
polio and the scientific progress towards a vaccine. Even 
chlorination of water or fluoridation could not have been 
achieved so well unless the public had learned the facts 
pro and con about these proposed health measures. 

Not so many lives could have been saved so soon by 
blood transfusions unless the blood story had been told in 
the daily newspapers. Not so many persons would have 
had the benefit of the remarkable advances in heart 
surgery unless they had heard of it through public infor- 
mation media. 

There would not be the great support there is now for 
organizations such as the cancer society and the multiple 
sclerosis group to seek the solutions to problems which 
are troubling so many people. There would not be so 
much interest in preventive medicine, seeking an earlier 
check-up of symptoms of disease which could become 
disastrous or chronic. 

Medical reporting of health news, however, does bring 
some problems. II] people are likely to seize upon some 
item of news as promising a cure-all for their troubles. 
They react emotionally. They often do not even see the 
words which clearly state that the treatment is experi- 
mental or that it is a long way from practical application, 
or that it has been tested so far only in animals. But, 
I submit, many people read news of any kind with this 
same approach. When they do it with medical news, they 
are creating problems for doctors, and in other instances 
they are creating problems for politicians or lawyers or 
newspapermen. We do our very best not to mislead them, 
and I think that most people do read fairly clearly and 
understand that a drug or treatment needs further ex- 
ploration, or is not available. The problem lies with those 
who intentionally misread, and I think they are only a 
small segment, really, of the American public. They come 
to the physicians. What can the doctor do about them? 

In the first place, I should think he should realize that 


‘they are sick, or are poorly educated about health in gen- 


eral, or that perhaps the article did actually create mis- 
impressions. The first thing would be to be kind to them, 
point out that they have been misled or jumped to some 
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unfounded conclusions themselves. They are not to be 
treated as nincompoops who are wasting your time, af- 
fronting you with their stupidities. They have learned 
one piece of information, and only one, and that's the 
beginning. You can increase their knowledge and educa- 
tion by what you tell them and the way in which you 
tell them. You cannot succeed by airily dismissing it as, 
“Oh, that’s just another newspaper story.” You cannot 
succeed if you are embarrassed because the patient has 
a piece of information about medicine which you don’t 
yet know about. You can be sympathetic and cooperative, 
explain why it is impossible for you to go ahead with 
some treatment suggested or you can tell them that you 
will investigate further, and the news story will tell you 
where you can obtain further information. There is sim- 
ply no need for embarrassment that a science writer cov- 
ering the AMA annual meeting, for example, learns 
something that has not yet appeared in a medical journal 
and that the doctor has not yet had the time to read. 
The news stories give people some little additional infor- 
mation. No news story can be a complete textbook or give 
too much of the background in detail, but it is the repeti- 
tion of information, the reporting step by step of advances 
in medicine which most educates the public. 

The public is learning from health articles that no 
single treatment is effective for everyone. They are learn- 
ing because we have helped tell them that humans are 
individual, that they vary in their reactions to treatments 
or drugs. It is your job also to help educate them in this 
same way. They are becoming better informed and more 
reasonable, and not less reasonable, from the efforts of 
lay writers on medical affairs. 

By and large, in our attempts to report medical news 
accurately, the medical societies and medical agencies 
are cooperating very, very well; they are making texts and 
abstracts available, giving us the opportunity to check 
with qualified and earnest medical spokesmen for guid- 
ance about what we should write and how we should write 
it. We are going to keep looking for medical news by read- 
ing dozens and scores of journals and by attending doz- 
ens of medical meetings. We will get that news printed far 
more accurately if doctors cooperate with us and under- 
stand what our purposes are in our jobs. 

Writer specialists have learned a great deal about the 
problem faced by doctors. Because of this, they are sym- 
pathetic to the earnest and sincere physician; but news- 
men also have the lively appreciation of anything which 
is sham or false, and they can easily see through objec- 
tions raised on economic grounds rather than the ethical 
grounds of service to the people. 

We don’t like, any more than doctors do, criticisms of 
our profession which are based upon ignorance of just 
exactly what our profession is, how and why it operates, 
what its problems are. We know that we err if we look at 
the world enly through the eyes of some specialty and 
are blinded to the facts of life as other people see them. 

How we are actually regarded by the public, and how 
we would like to be regarded, are often two different 
things. Good public relations means first learning how the 
public does regard you and then learning why it so re- 
gards you. Reality to human beings is what they really 
think, regardless of whether they have accurate or in- 
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accurate opinions or estimations for their attitude. To 
change opinion which is adverse to you, you must either 
supply information on which they can base a more accu- 
rate opinion, or change yourself if you are doing some- 
thing wrong. 

We need more understanding by doctors of what the 
press is, more understanding by the press of what the 
medical profession actually is. We can best achieve this 
by frank discussions between the two groups; and for 
best results, this should be done in our own communities. 
There should be no real problem if we approach each 
other with one main understanding—that our responsi- 
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bility fundamentally is to the public. For newspapermen, 
the responsibility is accurate information in a democ- 
racy for people’s minds; for doctors, the responsibility is 
the physical and mental health of people. 


If we in the press side are wrong in some attitude or ap- 
proach, we should yield; but if you are wrong, you should 
yield. I think it is time for an end to foolish talk about 
high-minded ethics. Our ethics coincide. If there are prob- 
lems, it is only because someone or both of us are not 
really applying our ethics to the goal of best serving the 
American people. 


50 Rockefeller Plaza (20). 





OUR COMMON AIMS 


James Musatti, San Francisco 


What are the common aims between business and med- 
icine? As I see it, there are two very fundamental com- 
mon aims between business and medicine. One is the 
preservation of the private enterprise system in the United 
States of America; second, it is to provide for the Amer- 
ican people the best medical care that money will buy, 
and to do it within the formula of the private enterprise 
system. We have been able to do that up to now; we can 
continue to do that in the future years if we work to- 
gether. 


No one ever got anywhere at the start of a contro- 
versy over fundamentals if they started by compromising. 
You compromise when you have to; not before. When 
you talk about the system of private enterprise in the 
United States of America, you must remember that it is 
deep in the roots of the American people. 

Look at the history of America. What is the history of 
America? It is the record of the trials and the triumphs of 
big business, of little business, of the trader, of the trapper, 
of the farmer, of the blacksmith, of the workman, of the 
merchant, of the manufacturer, the doctor and the law- 
yer. Take any period of American history; take any era of 
American history—that’s the story of American history. 

We are what we are today because throughout the 
history of America from the day that the colonists first 
landed in Virginia and Massachusetts, we have been a 
people with two characteristics: self-reliance and re- 
sourcefulness. 


The American colonies were not founded by the Eng- 
lish government; the American colonies were founded by 
organizing stock companies in which English capital was 
invested. For example, the Virginia Company invested 
56,000 pounds in forming, establishing and sustaining the 
Colony of Virginia. The Colony of Massachusetts was 
started by a joint stock company. . 

When these settlers came to America in the early days, 
what they had was self-reliance and resourcefulness. 
With it, they took a virgin continent and converted it into 
what the United States of America is today. 





General Manager, California State Chamber of Commerce. 
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Now one of the things that we had to do was to turn 
to trade. In the early days, we were primarily an agricul- 
tural country engaged in trade. If you are going to be suc- 
cessful at trade, you cannot have any barriers. So, in 
seeking liberty to trade, we were impelled in what is now 
the United States of America to secure political liberty 
or political freedom. The winning of the American Revo- 
lution, the adoption of the Constitution had their roots 
in Our economic necessities. We achieved a scheme of 
things wherein the doors were flung wide to give each 
individual freedom to seek a higher standard of living in 
ways of his own devising. In reality, this was something 
new in the world of 1776. This, ladies and gentlemen, was 
the American system. Since its inception, we have forged 
and hammered it to give form and to give it endurance, 
and we can say in 1954 that we have succeeded in doing 
that very thing, because under that system, the accom- 
plishments of the United States have been thrilling. 

Just recollect with me this story: We pushed the fron- 
tier 3000 miles from the Atlantic to the Pacific by ever- 
lastingly pressing westward through the wilderness road, 
then through the Erie Canal, then with the first railroads 
we brought the vast areas beyond the Alleghenies and 
the Mississippi into production. These vast fertile valleys 
of the Ohio and Mississippi basins became the economic 
basis out of which the greatness of America grew. Then 
like a tide in flood, the western pioneers passed over the 
bench lands east of the Rockies. They finally pierced the 
Rocky Mountains to take over the valleys of California 
and of the Pacific. With the help of the steamboat, with 
the help of the steam locomotive, we constructed a vast 
transportation system to unlock the inland wealth of the 
continent. We built an abundant agriculture; we opened 
new horizons for the world—not only for ourselves, but 
for the world. 


We brought about the great productive achievements 
of American history; and in all that period, you have had 
the development of medicine and the growth of the Amer- 
ican doctor as an important factor in the development 
of the economy and in the development of the nation. 


Now all of this development, ladies and gentlemen, 
was not merely a matter of climate; it was not a matter 
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of geography; it was not a matter alone of immense na- 
tional resources and of fertile agricultural lands. This im- 
mense wealth did not yield itself up for the asking. Its de- 
velopment called for grueling labor, for persistent thrift, 
for inventive capacity, for courage, for chance-taking and 
for an active and abundant faith in our spiritual and phys- 
ical strength. We had to work for it, in other words. 

The American system was predicated upon giving every 
man a chance. No one was ever so humble but he could 
hitch his wagon to a soaring star. He could choose his own 
field of endeavor. He could acquire property and set him- 
self up in business or in agriculture or in a profession like 
that of a doctor. Government intervention in economy 
was held to a minimum. Class distinctions were broken 
down. Conditions both in business and in politics were 
democratic. In consequence, powerful energy was re- 
leased, giving scope to talent wherever talent might lie. 

Now individual liberty and boundless opportunity fos- 
tered this spirit of enterprise and adventure over a broad 
front. Not only did we open new territorial horizons, but 
also rich ones in the field of production; because, after 
all is said and done, free minds are inventive minds. Free 
doctors can do more than the slave doctors who have to 
operate under socialistic systems of medical care. After 
all is said and done, ladies and gentlemen, talent is where 
God puts it—no place else. What better form of human 
existence can there be than a form of existence such as 
that which prevails in the United States of America 
where every man and every woman is given the oppor- 
tunity to develop the talent with which God has endowed 
him or her. 


Now what has the American system meant to us? What 
is this American system? What is the private enterprise 
system that I am saying to you today is the common ob- 
jective of both medicine and business? Here is what it is 
as I see it: Under this system, we enjoy individual free- 
dom. We may work where we please. We may be pro- 
prietors and build our own businesses. We may labor as 
employees and as such have the right to organize with 
our fellows, and even to use the powerful weapon of the 
strike. We may possess property and use it or abuse it 
as we please. We are free to think as we please and to give 
our thoughts public expression. We enjoy the unham- 
pered right to choose the officials who carry on our gov- 
ernment. Most important of all, we have freedom of con- 
science and freedom of choice; and that freedom of choice 
expresses itself, as far as your profession is concerned, 
by the relationship of patients and doctor. Let us pray 
that the day will never come in the history of the United 
States of America when we will wipe out that freedom of 
choice between the patient and the doctor because it is 
absolutely fundamental to the maintenance of the private 
enterprise system in this nation. 

Socialize medicine, socialize agriculture, socialize 
housing, and you are in socialism right up to your neck. 
Let anyone of those three take place and the other two 
will follow, and socialization will be complete. 

You know Washington once said, “Government is like 
a fire; it is a dangerous servant and it is a fearful master.” 
That is why the philosophy of the government of the 
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United States is different from anything else that the 
world had seen, and is today different from anything else 
in the world of which we are a part. 

Now there are four fundamental tenets to the philos- 
ophy of our government. The first tenet is that the uni- 
verse, and man in it, is governed by natural laws. The 
second tenet: that all men are endowed with certain 
natural and inalienable rights; that among these are the 
God given rights to life, liberty and property. Third: that 
governments exist in order to secure and protect these 
rights. And fourth: that all governments derive their au- 
thority from the consent of the governed. 

In other words, that philosophy says to the world to- 
day as it said it in 1776, “No man is good enough to 
govern another man without the other man’s consent.” 
Very simple. What a fine world the world of 1954 would 
be if all the nations of the world subscribed to that doc- 
trine of human existence in the government of human 
beings. 

There is a corollary to that philosophy, and the corol- 
lary of that philosophy is the freedom of the individual 
from social constraint. That involves, first, freedom of 
opinion in order that the truth may prevail; second, free- 
dom of occupation and enterprise in order that careers 
might be opened to talent. Third, freedom from arbitrary 
political authority in order that no man be impelled 
against his will. Now, that is the system we are both 
fighting for. 

Whenever you approach compulsory prepaid medical 
plans or socialized medicine as such, you are permitting 
the government to interfere and lay down the relation- 
ship between you and your patient. 


In California, we have had a lot of experience with 
attempts at legislation in our State Legislature to set up 
a system of compulsory prepaid medical plans or medical 
programs. So far, all of these programs have been de- 
feated. But, during the 1951 session, a conference was 
held between representatives of the Governor’s office, the 
medical profession and the insurance companies. Out of 
that conference grew a request on the California State 
Chamber of Commerce to make a comprehensive survey 
of the problem of medical care in the State of California 
looking toward the answer to three questions: 1. Accu- 
rately determine how many people in California are 
covered by privately financed voluntary insurance. 2. To 
what extent such private protection is available to citizens 
of California. 3. The extent to which medical expenses 
are being met through existing insurance protection. A 
committee consisting of two representatives of the insur- 
ance field and two representatives of the medical profes- 
sion, including Dr. MacLean, of Oakland, who, I think, 
is a member of your Board of Directors, the State Insur- 
ance Commissioner and a representative of the Gover- 
nor’s office. 

We have just completed this study, and I would like to 
summarize for you the findings of that study as I interpret 
them. We hope to have this study off the press before the 
end of the week and send some copies over here for some 
of you who are interested. 
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This study developed highly reliable information with 
respect to the number of persons covered by private vol- 
untary health insurance, including both workers and 
their dependents, the distribution of coverage by indus- 
trial classifications such as manufacturing, transportation, 
communication and so forth; the composition of health 
plans and the range of benefits, the growth of private 
coverage, and the total of medical bills paid to an insured 
person, the percentage of all medical expenses in Califor- 
nia being paid by private voluntary health insurance. 
This was a long task, and that is why it has taken us nearly 
three years to get it together. 

Now, here are the findings, as I interpret them: In the 
year 1951, 4,427,000 residents of California were pro- 
tected by some form of voluntary health insurance. This 
represented 41 per cent of the State’s estimated resident 
civilian non-institutionalized population of 10,850,000. 
This figure is adjusted for duplication of coverage, and it 
is interesting to note that nearly all existing health insur- 
ance coverage provides both hospital and surgical bene- 
fits. This applies almost equally to both workers and their 
dependents. Medical benefits, although less common, are 
held by 59 per cent of all persons in our State covered by 
any type of health insurance protection. 

May I emphasize that our survey was confined to in- 
dividual and group coverage which provides for or di- 
rectly indemnifies specifically against the cost of hospital, 
surgical and medical care. No consideration was given to 
weekly indemnity against loss of wages or to any limited 
types of insurance such as accident only, poliomyelitis 
only, medical expense endorsements on automobile in- 
surance policies and similar coverage which does not 
provide service or indemnity for hospital, surgical or 
medical care against all types of illness or accidents 
generally. 

We found, with respect to the occupation workers, the 
coverage was proportionately lower among construction 
workers, and highest amongst employees engaged in 
manufacturing. In most cases, the larger the firm, the 
greater the proportion of employees covered by health 
insurance. For example, only 9 per cent of all employees 
had coverage in firms of three or less employees; where- 
as in firms with 100 employees and over, two-thirds of all 
employees were covered. 


In those firms where the cost of the health insurance 
plan is paid entirely by the employer, all eligible em- 
ployees are covered automatically; but in those firms 
where the cost is paid in part by the employees, some do 
not elect to buy health insurance even though it is readily 
available. 

Our figures indicate that out of a total of 2,837,000 
workers subject to the California Unemployment Insur- 
ance Act, which generally covers all workers in California 
except those engaged in agriculture, 1,800,000 are eligible 
for coverage under an existing voluntary health insurance 
plan, but only approximately 80 per cent elect to take 
advantage of this available protection. Insurance premi- 
ums are paid by a combination of both the employer and 
the employee in 62 per cent of the cases; the employer 
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pays the entire cost in 19 per cent, and in 19 per cent 
of the cases the employee pays alone. Approximately 
three and a half million Californians are covered under 
group insurance; approximately one million under in- 
dividual policies; and 166,000 under self-insured plans in 
individual firms. One of the most striking indications of 
the job being done by private health insurance in Califor- 
nia is the extent to which total medical expenses in the 
State are being met by private insurance. 

In the year 1951, which I have indicated was the year 
for which our survey was made, approximately 60 per 
cent of the total medical expenses of insured persons in 
California was paid for by their insurance. 1951 insur- 
ance benefit payments in California represented approxi- 
mately 24 per cent of the medical expenses of the entire 
civilian resident population of the State. It is interesting 
to note that this study reveals that there was a 1,450 per 
cent increase in health insurance premiums in California 
in the 10-year period between 1941 and 1951, and we 
find that between 1951 and 1953, there has been a 
growth of 84 per cent in premiums, or a total is being 
expended in California now of approximately $210,000,- 
000 a year for voluntary coverage. This is an indication 
of what medicine and business can do in the way of find- 
ing facts with which they can fight off attempts at social- 
ized medicine. 


Now I would like to make an interesting observation, 
and that is this: Today in California, there are more 
people covered under the voluntary health insurance plan 
than there would have been covered by any bill that has 
up to this time been introduced in the California Legisla- 
ture. That is a substantial and gratifying progress, but 
the problem is not solved. I know that the medical profes- 
sion is not going to quit and I know that the insurance 
industry is not going to quit. What we need is a steady, 
aggressive, constructive effort. You know it is not neces- 
sary to call the government in to help you solve every 
problem that you have. As a matter of fact, the govern- 
ment cannot solve any problems by itself. It has to come 
back to the people; it has to come back to the forces within 
the economy and ask them for the solution. They come 
into the problem with the power to compel you to do this, 
or to make you desist from doing something else; and as 
you trace the cycle of government in the world of which 
we are a part, this is what we find: You start out with 
your government in bondage. The next thing that devel- 
ops is faith in God. That is followed by courage. That is 
followed by liberty. That is followed by abundance. That 
is followed by selfishness. That is followed by compla- 
cency. Complacency is followed by apathy. Apathy is 
followed by dependence; and you are right back to bond- 
age. That is the cycle of government since we have had 
any history of man. And, there is too much apathy in the 
United States of America today. There is too much apathy 
amongst every segment of our population. 

Ladies and gentlemen, this is the best nation on the 
face of the earth and we ought not be ashamed to tell 
ourselves that it is and to tell the rest of the world that it 
is. 
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You know, the other day, I ran across a poem about 
“Grandma.” Now, don’t ask me where “Grandpa” was. 
| have an idea where he was, but I want to close with this 
little poem—not because we ought to go back to those 
days in American history—not at all; but because we 
need the spirit exemplified by “Grandma” in this little 
poem. 

Grandmother on a Winter's day 
Milked the cows and fed them hay; 


Slopped the hogs, harnessed the mule 
And got the children off to school. 


Did a washing, mopped the floors, 

Washed the windows and did some chores, 
Cooked a dish of home dried fruit, 

And pressed her husband’s Sunday suit. 
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Swept the parlor, made the beds, 
Baked a dozen loaves of bread, 
Split the firewood, lugged some in, 
Enough to fill the kitchen bin. 


Churned the butter, baked a cake, 

And then exclaimed, “For Goodness Sake 
Those darned calves are out again,” 
Went and chased them into the pen. 


Gathered the eggs, locked the stable, 
Back to the house to set the table; 
Cooked a supper that was delicious, 
Afterward washed up all the dishes. 


Fed the cat, sprinkled the clothes, 

Mended a basket full of hose, 

Then opened the organ and began to play: 
“When you come to the end of a perfect day!” 





ARE PUBLIC RELATIONS PROGRAMS WORTH WHAT THEY COST? 


Robert L. Stearns, Denver 


I am delighted and honored to have this opportunity 
to address this distinguished organization, but I ap- 
proach my task with humility and with misgiving. Brash 
indeed is the man who assumes any great measure of un- 
derstanding of complex problems and who arrogates to 
himself the quality of omniscience. The Jehovah complex 
is one of the besetting sins of our generation. We are in- 
clined to reach a conclusion and expect all men to agree 
with us under pain of our severe displeasure if not our 
accusation and condemnation. 

This attitude of mind is not limited to congressional 
investigations. Understand, therefore, in what is to fol- 
low that I lay no claim to infallibility. I shall only attempt 
to diagnose the difficulty by analyzing such of its symp- 
toms as I am able to discern. I may even suggest a course 
of treatment, but have no conviction that I can produce a 
cure. 

Our subject as outlined in your program is “Are Public 
Relations Programs Worth What They Cost?” Any in- 
telligent discussion of this or any other broad subject 
must begin by a definition of terms to establish a common 
understanding. I shall assume therefore that we are dis- 
cussing the broad public relations program of the Amer- 
ican medical profession and are attempting to assess its 
value first in relation to its cost and second in relation 
to the results which it has accomplished. 

Inasmuch as this organization meeting today is com- 
posed of officers and representatives of state medical so- 
cieties, I shall still further delineate the topic by attempt- 
ing to evaluate the public relations programs of individual 
state societies. The aggregate of these programs coupled 
with the nationwide program of the American Medical 
Association constitute the overall approach of the pro- 
fession to present its views to the public to clarify public 
understanding of the attitudes of the profession as a 
whole, and to overcome misunderstandings, whether local 
or national. 

In recent years, the profession as a body has been 
deeply concerned over the tendency to what is regarded 
as state medicine or socialized medicine. This concern 


has been engendered by observing what has happened in 
England and elsewhere. It is a concern born of the fear 
that in America we may lose either or both of those twin 
characteristics of democracy, the right of the patient to 
select his own doctor and the right of the doctor to prac- 
tice his profession in the light of his own professional 
competence, his peculiar talents, reserving to himself the 
control of his own actions. 

The trends of social development in the first half of 
the current century have pointed more and more to the 
intervention of government and government processes in 
the lives of individuals. This tendency has been spon- 
sored by one group of our citizens who feel that only 
through the power of the government can the benefits 
of our civilization be distributed more equitably among 
the people. It has been opposed by another group of our 
citizens who resent the intrusion of the sovereign power 
into the affairs of individuals. They feel that government 
governs best which governs least. 

The history of this republic has been characterized 
from its first beginning by this conflict. It is not new, it is 
not confined to our generation, and it is very apt to con- 
tinue to occur as long as the republic survives. Indeed 
it is only through the constant conflict of these opposing 
views, one a check upon the other, that we have been 
able to avoid autocracy on the one hand and socialism on 
the other. I would regard with concern the time when 
either view becomes predominant. 

One has only to read again the early history of this 
country of the struggle between the Federalists (the fore- 
runners of the Republican Party today) and the Repub- 
licans (the forerunners of the Democratic Party today) 
to observe the seeds of the controversy between these 
two viewpoints. It has flared up again and again through- 
out our history. One phase of it was solved by the Civil 
War. Other phases have been solved by the gradual proc- 
esses of judicial determination and yet it continues. 
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It has been characterized all too frequently by bit- 
terness and invective. Zealots on one side or the other 
have undertaken to speak for the group with the result 
that what should be a process of deliberation, reason and 
the exercise of judicial judgment has too often been 
characterized by overbearing attitudes on both sides with- 
out resort to the processes of accommodation that should 
characterize reasonable men. 

It is in the framework of that background that organ- 
ized medicine has attempted to combat an apparent tend- 
ency to establish a state controlled or government directed 
system of health service. In so doing it has employed pro- 
fessional advocates in the form of public relations person- 
nel whose task it has been to attempt to stem this tend- 
ency. In so doing it has allowed itself to enter the realm 
of partisan politics, to establish lobbying centers, to initi- 
ate and control the legislative process, to cause laws to 
be enacted, designed not only to preserve the status quo 
but to create affirmative protective devices designed to 
prevent further alleged encroachments. This action has 
unfortunately been accompanied by the simultaneous oc- 
currence of economic changes over which the profession 
as a group has no control. 


These changes have resulted in the greatly increased 
cost of medical care. The causes of this increased cost 
are manifold and are largely the result of the inflationary 
spiral. They are so well known as not to require more 
than a brief enumeration: the tendency toward specializa- 
tion; the increasing use of technicians; the increasing cost 
of hospital care with the inevitable increasing charges for 
nursing service, food service, drugs, appliances, treat- 
ment equipment of all sorts. 

On the other hand the improved care of the patient is 
a matter of common knowledge. It requires no further 
proof than the awareness of the conquest of many dis- 
eases, the lengthening of the span of human life, the re- 
duction of the number of hospital days per patient. These 
affirmative factors unfortunately are lost sight of when the 
bill comes in; and rightly or wrongly, in my judgment, 
wrongly, the blame is laid at the doorstep of the medical 
profession. 

Hence, we have a rather general feeling on the part of 
the public that the defensive attitude of the profession to 
protect itself against governmental encroachments is in 
some manner or other responsible for the increase in the 
cost of medical care. With this increased cost, the public 
is inclined more and more to turn to government agencies 
to intervene, and thus the very force or tendency which 
the medical profession is attempting to stem is by eco- 
nomic pressure of the purchasing public becoming em- 
phasized and encouraged. It is therefore timely that the 
thoughtful and statesmanlike members of the profession 
represented by the group here in attendance should con- 
sider carefully whether or not their public relations pro- 
gram has produced the results which they desire. If it has 
produced the results desired, then it has been worth the 
amount spent no matter what the cost. If it has not pro- 
duced the results, then the expenditure is.not only useless 
but becomes indeed another factor in the ammunition 
arsenal of the opposition. 

Let us look for a moment at the figures which reflect 
the percentages of medical society revenues expended in 
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public relations activities. These naturally will vary in 
consequence and amount with the size of the society. 
A recent survey conducted by the AMA department of 
Public Relations in 1953 discloses the following: 

Based upon the results of answers to questionnaires 
from approximately 700 state and local medical societies, 
it appears that expenditures for public relations vary from 
0 to over 30 per cent of the societies’ budget. The smaller 
local societies tend to expend between 6 to 10 per cent. 
The state societies preponderate at from 16 to 20 per 
cent. The moderate local societies with membership be- 
tween 50 and 100 members will expend over 30 per cent. 

These programs cover every conceivable type of public 
relations activity, from press, radio and television rela- 
tions to joining local clubs. There are some 1930 county 
medical societies in the United States, and I think it is 
safe to say that all of them have public relations pro- 
grams of one sort or another. I have been unable to ob- 
tain an accurate estimate of the total amount spent, but 
I am convinced it must be very large. 

If we move from the general over-all picture to the 
specific amounts of a particular society, and in my judg- 
ment a typical one, we may analyze the budget sheet of 
the Colorado State Medical Society. This organization 
out of a total general budget of $88,000 has earmarked 
for the current year, $20,500 for public relations expend- 
itures. This is regarded as a minimum amount for this 
purpose. Thus, some 23 per cent of the total budget is 
spent for maintaining a program of public relations. 

And yet, in spite of these expenditures and the main- 
tenance of an extensive staff of persons engaged in at- 
tempting to develop and maintain an adequate degree of 
understanding on the part of the public with the problems 
of the profession, I cannot help feeling these relations 
have deteriorated in recent years. I am further convinced 
of the fact that many of you here today feel the same way 
or you would not have placed this subject upon your 
agenda. If the assumption is true, what then should be 
done? 

At the risk of being charged with generalizing from in- 
sufficient data, I should like to mention a few instances 
of what, to me at least, seem points that are pertinent to 
this discussion. With men here from so many parts of 
the country, possibly some analogous circumstances in 
your own localities may occur to you. And I want to em- 
phasize, ladies and gentlemen, that there is great danger 
in picking these few isolated instances that I have men- 
tioned, of doing some violence to a broad, general pro- 
gram; but it is impossible, with the length and breadth 
of this country, to observe what is going on in each local- 
ity; although I may say I have become interested in this 
subject and have consulted and written to people from 
coast to coast and representatives of local societies. 

A number of years ago in Colorado, there was passed 
by the Legislature at the instance of the medical profes- 
sion—or a small but potent fraction thereof—a bill which 
became the Medical Practice Act. With slight modifica- 
tions, it was reenacted a few years ago. It provided that 
no corporation could practice medicine or employ doc- 
tors to do so. Recently, in a requested opinion, the At- 
torney General of the state has held that the law means 
just what it says. 
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Very well. What effect does it have? I give you three 
instances: 

1. Hospitals are precluded from employing patholo- 
gists to examine tissue. Hence they are having difficulty 
in complying with the requirements for approval by the 
hospital accrediting agencies. They must either rent space 
to practicing pathologists or have their own pathological 
committees examine and report on all tissue analyses. 
2. Hospitals are precluded from employing roentgenolo- 
gists. Doctors and patients are deprived of expert analysis 
of X-rays unless new arrangements are concluded. Never- 
theless, the public has fears of increased costs even though 
such fears may be unjustified. 3. Institutions such as 
private universities and colleges might be prevented from 
having health service units for their students. This, if it 
comes about, will be a most serious situation. 

I do not for one moment believe that all of these re- 
sults were foreseen or if foreseen the profession did not 
anticipate adverse public reaction. The fact remains that 
the law was passed at the instance of the profession and 
is attributed by the public to a spirit of self seeking. Ob- 
viously the law will have to be amended and no doubt 
will be, but the doctors have received a serious setback 
in their public relations. People are questioning their pro- 
fessional idealism. 

It was not so many years ago when the organized pro- 
fession was seriously fighting group health insurance pro- 
grams. In the intervening years the medical profession 
has in many places supported them, but the public is 
still conscious of the initial opposition. Now with the or- 
ganization of the Blue Cross, Blue Shield, and the myriad 
of health and hospital insurance plans, the cost of medical 
care to subscribers has been greatly reduced and the 
public knows it. Moreover, two vastly important by- 
products have appeared. 


1. The insurance carriers are, through their own ad- 
vertising, making the public health-conscious and are 
“selling” the value of medical service to the people. 2. 
This activity is a perfect example of the method of free 
enterprise as opposed to socialized medicine. It is the 
American answer to the evil which the doctors feared, 
and it has been brought about over their united objec- 
tion, but to their great benefit. 


What are the costs of opposition to this program? I can 
give two, at least. One is the loss of public confidence 
and prestige. Another is the possibility of facing one or 
more law suits under the Anti-Trust Laws of the United 
States. However, I am not unaware of the fact that many 
of the insurance programs are, as has been pointed out 
by Dr. Hopkins, not really medical plans, but many of 
them are promotional sales plans sustained and motivated 
by the spirit of gain, and advertising on the part of insur- 
ance companies. Obviously, we must be on the alert and 
be discriminating in the selection of the various plans 
and unquestionably critical of those which cannot stand 
up against criticsm. 

Numerous plans for improving public relations have 
been suggested. Excellent studies abound by competent 
persons designed to improve the public appreciation of 
the medical profession. I will illustrate by referring to but 
two. 
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In 1946 the Colorado State Medical Society employed 
the services of a highly competent organization of na- 
tional consequence to make a study of its public relations 
program and report to the organized profession in our 
state its recommendations for improving those relations. 

The report of this body constitutes an adequate and 
thorough analysis, breaking down the medical profes- 
sion’s relations to the public into a number of categories 
and under each category making recommendations for 
the correction of what they found to be the detrimental 
aspects. To a very large extent these recommendations 
have been adopted in the intervening years and many of 
the evils which the study identifies have been corrected. 
Moreover, a working system with the Colorado press has 
been evolved which in the main produces good results. 
Public relations, however, are a continuing activity. The 
race is to the unremitting and the vigilant. 

Another and a different approach was made in Califor- 
nia in 1950 and resulted in what was known as the Dich- 
ter Report. This report is written from the viewpoint of 
medical economics, and concludes with affirmative re- 
sults. 

Indeed, Dr. Dichter’s approach comes more nearly to 
answering the problem than anything that I have read. 
It is based upon affirmative, psychological considerations. 
For example, it takes into account the human relation ex- 
isting between doctor and patient. The initial visit of the 
patient to the doctor is based upon a felt need or it never 
would have occurred. It is based upon an appreciation 
of the superior intelligence in the medical field of the phy- 
sician or surgeon and it is based upon the premise of trust 
and confidence. 

There is therefore produced a relationship of superi- 
ority and inferiority. Insofar as this relationship is con- 
fined to the the medical sphere, it will be accepted by the 
patient (or by multiple patients known as the public) 
without question. There is danger, however, in this rela- 
tionship if this quality of recognized superiority in one 
field is carried outside the sickroom into other fields. If 
the physician by reason of his position of superiority in 
the health field assumes the attitude of superiority in other 
areas, he may look for disillusionment and then for re- 
sentment. If, as sometimes happens, the quality of su- 
periority in one field confuses the mind of the individual 
into assuming superiority in other fields, there is danger 
of the disease of Jehovahism setting in. If this disease af- 
flicts but one or two persons, small harm is done. But if 
it should extend to a large group or a profession, irrepa- 
rable harm is done. It is understandable that in a democ- 
racy if any group of persons assert a quality of superi- 
ority beyond their ability to sustain it, they are bound to 
to be confronted with public resentment. Should that re- 
sentment continue for any great length of time, it will 
manifest itself in adverse legislation. As | have pointed 
out, the threat of adverse legislation begets an even in- 
tensified defensive attitude, and thus a vicious circle is 
complete. 

As a sound corrective approach to this problem, I 
keep recurring to the analysis of Dr. Dichter, which 
stresses the necessity for creating and maintaining the 
personal relationship between Doctor and Patient. He 
has created the expression “A personal physician for 
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every person.” I shall not go into the details of this report 
for it is no doubt well known to each of you. If it is not, 
I commend it highly. 

Moreover, may I add one or two observations which 
seem to me to apply to this desired personal relationship. 

I refer to the secretarial service for answering phone 
calls. Many people, both medical and lay persons, have 
expressed to me their misgivings in relation to this prac- 
tice. It may be easier for the busy doctor to handle more 
cases without interrupting his office hours with phone 
calls or disturbing his rest or relaxation, but it definitely 
does something else. It removes the patient from ready 
access to his physician. It engenders a doubt as to the 
doctor’s personal concern for his welfare. 

In our era when we are trying to build up confidence 
by close personal and professional relationships I seri- 
ously question the wisdom of inserting a third party. A 
straight line is the shortest distance between two points 
and triangles are notoriously troublesome. 

After discussing this with one of the officers of this 
association, a representative man in charge of the activi- 
ties of one of our great local medical societies, he com- 
ments upon it with this very searching observation, and 
I think it amply justifies insertion here: He says 
that that may be true, but in their city, they have also 
used the secretarial service of the medical society as 
another service to the public. “We have conducted such 
a service for some fifteen years,” he says. “In addition to 
locating physicians when they are not available at their 
offices or homes, this service which is known as the Medi- 
cal Bureau, sends doctors out on emergencies when pa- 
tients’ physicians are not available and provides reliable 
information about doctors in our community. Our physi- 
cians have been classified as to specialties by a committee 
in accordance with the rigid rules laid down by our or- 
ganization. I think ours is one of the few organizations 
which has attempted this sort of thing.” 

I think there are many things that can undoubtedly 
be evolved, and are coming out of the purpose of this 
association of exchange in views and ideas of what may 
succeed in one community being brought to the attention 
of men and women similarly engaged in another. 

Moreover, while we are on this subject of improving 
telephone relations, how about a non-charge telephone 
follow-up to Mrs. Jones after her office visit. Is she doing 
all right; did she respond to the treatment? Maybe that 
isn’t professional, but it seems like good human relations 
to me. The minister does it. The real teacher does it. 

In the last analysis, we are dealing with a profession 
and not a trade, craft or business. The distinction is 
something more than learning. To profess means not only 
knowing how, but to keep a deep devotion to a calling. 
It involves not only the exercise of the mind and the 
educated intelligence, but the heart. Can it be that the 
pressure of competitive practice is squeezing out the 
element of personal concern and sympathy? I wish I 
could imagine what comments William Osler would make 
on this subject if he were alive today. 

Another aspect should not go unmentioned. With the 
increased demands upon the practicing profession there 
is less and less time for highly qualified individual practi- 
tioners to devote to teaching. Accordingly your schools of 
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medicine—of which you may be justly proud—are havy- 
ing to turn more and more to full-time teachers. In order 
to get qualified men and women to fill these positions, 
particularly in the clinical areas, some provision must be 
made to enable them to earn outside incomes. Without 
such provision, only the mediocre will serve and the 
quality of the product will deteriorate. 

And yet in the face of the self-evident fact, the organ- 
ized profession in many localities has opposed the princi- 
ple of outside practice for teachers. Grant in certain local- 
ities there have been abuses, but I suggest to you that rea- 
sonable men can reach a workable solution if they go 
about it with a desire to reach one. Surely the profession 
which has most to gain from the educated competence of 
its members should be the last to put hurdles in the way of 
the education of high class and competent practitioners. 
Many localities have solved it. Others should look to their 
leadership. 

The progress of the medical profession is a unit. It 
consists of a team of specialists made up of the practi- 
tioners, the consultants, the diagnosticians, the teachers 
and the research specialists. Any weakness in this team 
affects adversely the entire result. Conversely, the strength 
of any one of the team rebounds to the benefit of the 
profession and mankind which it serves. Imagine our 
situation today with the increasing demand for medical 
service and for hospital facilities if we had not been able 
to reduce the length of each patient’s stay in the hospital. 
This reduction has been in large part due to the discovery 
of new drugs which have limited the progress of infection, 
hastened recovery and made it possible for more persons 
to have been served both by the physicians and by the 
hospital facilities. These new drugs are the direct prod- 
uct of the research facilities in hospitals and medical 
schools. Failure to realize the dependency of each branch 
of the profession upon the other is shortsighted and fool- 
ish. Every reason exists for the practicing branch of the 
profession to encourage the teaching branch with its 
concomitant and vital research programs. 

Instead, therefore, of opposing or withholding support 
to teaching and research activities, the profession, in my 
judgment, should sustain these undertakings, encourage 
young and inquiring minds, point with pride to their 
achievements and bring to the public’s attention with a 
united attitude the achievements of each part of the 
health-science team. 

Perhaps, therefore, the time has come, indeed it may 
well be overdue, to restore the public’s confidence in 
that most noble of all professions, the one designed to 
alleviate human ills. I, for one, believe it can be done. 
I believe it can be done by a program of intensive educa- 
tion among the profession itself, designed not only to pro- 
mote scientific and professional achievement, but broader 
human understanding, a knowledge of one’s own limita- 
tion and the grace of humility. I would pray for the return 
of the relationship of the family doctor to his patient, a 
relationship involving those rare qualities of understand- 
ing, of sympathy, of deep human concern, of affection, of 
confirming the undoubtedly superior position of the phy- 
sician to the area of human relations where that superior- 
ity is recognized. 
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I can draw a parallel from my experience with uni- 
versity faculties. I have heard them speak so often and 
so long on the subject of improving academic standards. 
They seem to feel that the responsibility for the advance- 
ment of standards lies in the administrative officers of 
the university. I am convinced that they do not lie there, 
except insofar as the administrative officers may have the 
power to select persons of known competence. The secret 
of the improvement of academic standards lies with the 
individual teacher. The time for him to begin the process 
of improving standards is in his next class at 8:00 o’clock 
tomorrow morning. If each teacher could be convinced 
of the efficacy of this idea and realize that the improve- 
ment of the educational processes of this country lies with 
him and largely with him alone, a vast improvement 
would be noted in an incredibly short time. 

Each physician should be made to realize that public 
relations means relationship with the public, that the 
public consists of individual patients, that this relation- 
ship with each individual patient is the thread which is 
woven into the cloth from which the entire garment of 
medical public relations is made. 

I would be loath to suggest this remedy had it not 
been for the fact that I have discussed it with numerous 
persons, many of them our leading citizens. The universal 
conclusion is this suggestion, with one variant or another. 

Patrick Henry once said, “I have no lamp by which 
my feet are guided except the lamp of experience.” I 
wonder if we may not cease looking for panaceas in the 
form of legislation, or lobbys, or commissions, and turn 
our attention back to ourselves? Admittedly, we have not 
made a howling success by one method. Is it now time 
we try another and return to the basic virtues of the 
great profession nowhere better stated than in the words 
of Maimonides, the great rabbi, physician and philospher 
who died just 750 years ago this year. 

“O God, Thou hast formed the body of man with 
infinite goodness; Thou hast united in him innumerable 
forces incessantly at work like so many instruments, so 
as to preserve in its entirety this beautiful house contain- 
ing his immortal soul, and these forces act with all the 
order, concord, and harmony imaginable. But if weakness 
or violent passion disturb this harmony, these forces act 
against one another, and the body returns to the dust 
whence it came. Thou sendest then to man Thy mes- 
sengers, the diseases which announce the approach of 
danger, and bid him prepare to overcome them. The 
Eternal Providence has appointed me to watch o’er the 
life and health of Thy creatures. May the love of my art 
actuate me at all times, may neither avarice, nor miserli- 
ness, nor the thirst for glory or a great reputation engage 
my mind; for, enemies of truth and philanthropy, they 
could easily deceive me and make me forgetful of my 
lofty aim of doing good to Thy children. Endow me with 
strength of heart and mind, so that both may be ready to 
serve the rich and the poor, the good and the wicked, 
friend and enemy, and that I may never see in the patient 
anything else but a fellow creature in pain.” 


828 17th St. 





nA 
‘nA 


COUNCIL ON FOODS AND NUTRITION 9 





COUNCIL ON FOODS 
AND NUTRITION 





ACCEPTED FOODS 


The following products have been accepted as conforming to 
the rules of the Council. 


James R. Witson, M.D., Secretary. 


H. F. Behrhorst & Son, Inc., Pittsburgh. 
Behrhorst Brand Dietetic Halves Unpeeled Apricots. 

Ingredients: Apricots packed in water without any added sugar 
or salt. 

Analysis (submitted by distributor).—Total solids 8%, mois- 
ture 92%, ash 0.5%, fat 0.1%, protein 0.4%, crude fiber 0.2% 
and carbohydrates other than crude fiber (by difference) 6.8% 

Sodium.—2 mg. per 100 gm.; 2 mg. per “% cup serving 

Calories.—0.31 per gram; 8.7 per ounce. 

Use.—In calory-restricted, carbohydrate-restricted, and 
sodium-restricted diets. 


Behrhorst Brand Dietetic Light Sweet Royal Anne Cherries. 

Ingredients: Royal Anne cherries packed in water without any 
added sugar or salt. 

Analysis (submitted by distributor)—Total solids 13.8%, 
moisture 86.2%, ash 0.3%, fat 0.1%, protein 0.7%, crude fiber 
0.3%, and carbohydrates other than crude fiber (by difference) 
12.4%. 

Sodium.—2 mg. per 100 gm.; 2 mg. per “% cup serving 

Calories—0.55 per gram; 15.5 per ounce. 

Use.—In calory-restricted, carbohydrate-restricted, and 
sodium-restricted diets. 


Behrhorst Brand Dietetic Kadota Figs. 

Ingredients: Kadota figs packed in water without any added 
sugar or salt. 

Analysis (submitted by distributor)—Total solids 10.4%, 
moisture 89.6%, ash 0.2%, fat 0.1%, protein 0.5%, crude fiber 
0.5%, and carbohydrates other than crude fiber (by difference) 
9.1%. 

Sodium.—2 mg. per 100 gm.; 2 mg. per “% cup serving. 

Calories.—0.41 per gram; 11.7 per ounce. 

Use.—In calory-restricted, carbohydrate-restricted, and 
sodium-restricted diets. 


Behrhorst Brand Dietetic Fruit Cocktail. 

Ingredients: Diced yellow cling peaches, diced pears, whole 
grapes, pineapple tidbits, and halved cherries (artificially colored) 
packed in water without any added sugar or salt. 

Analysis (submitted by distributor)—Total solids 13.5%, 
moisture 86.5%, ash 0.3%, fat 0.3%, protein 0.4%, crude fiber 
0.4%, and carbohydrates other than crude fiber (by difference) 
12.1%. 

Sodium.—2 mg. per 100 gm.; 2 mg. per “% cup serving. 

Calories.—0.54 per gram; 15.4 per ounce. 

Use.—In calory-restricted, carbohydrate-restricted, and 
sodium-restricted diets. 


Behrhorst Brand Dietetic Yellow Cling Peaches (Sliced and 
Halves). 

Ingredients: Peaches packed in water without any added 
sugar or Salt. 

Analysis (submitted by distributor).—Total solids 7.3%, mois- 
ture 92.7%, ash 0.3%, fat 0.1%, protein 0.4%, crude fiber 
0.3%, and carbohydrates other than crude fiber (by difference) 
6.2%. 

Sodium.—2 mg. per 100 gm.; 2 mg. per “% cup serving. 

Calories.—0.29 per gram; 8.1 per ounce. 

Use.—In calory-restricted, carbohydrate-restricted, and 
sodium-restricted diets. 
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SIMPLIFIED INSURANCE CLAIM FORMS 


Elsewhere in this issue of THE JOURNAL (page 614) 
appears a summary of developments to simplify insur- 
ance claim forms that require medical opinion or certifi- 
cation. Prepared by the Committee on Prepayment Medi- 
cal and Hospital Service of the Council on Medical 
Service of the A. M.A., the article indicates insurance 
forms have posed a problem for practicing physicians 
for some time. To some extent this problem may be 
influenced by region, by type of practice, and by the 
number of patients carrying various forms of health 
insurance coverage. It is obvious that insuring organiza- 
tions need appropriate evidence and proof of loss in order 
to administer the benefits provided under insurance pro- 
grams. In some instances the information has to reflect 
facts, while in others there is a need for medical opinion. 
Nevertheless, insuring organizations must rely on certain 
minimal information if they are to serve properly the 
interest of the insuring organization as well as the insured 
person. 

From time to time medical societies have designed 
insurance claim forms to be completed by member physi- 
cians. Sometimes these blanks are substituted for any 
other form that might be desired. Furthermore, some 
actions have resulted in charges to insurance companies 
when the substituted claim forms were not accepted as 
either preliminary or final proof of loss. If this type of 
activity continues or grows it may have an influence on 
the cost of insurance, which in the final analysis is borne 
by the insurance buyer. 

In many situations the information or certification 
supplied by a physician is of primary interest to the 
insured patient rather than to any insurance organization. 
In such instances the physicians are assisting the insured 
persons in collecting benefits to which they may be 
entitled and for which they have paid premiums. If we 
accept the premise that insurance is a device to assist 
insurance buyers in assuming their personal obligations, 
then perhaps the profession should reanalyze any inclina- 





1. Hammond, E. C., and Horn, D.: The Relationship Between Human 
Smoking Habits and Death Rates, J. A. M. A. 155: 1316-1328 (Aug. 7) 
1954 

2. Davis, F. W., Jr., amd others: The Effects of Exercise and Smoking 
on the Electrocardiograms and Ballistocardiograms of Normal Subjects and 
Patients with Coronary Artery Disease, Am. Heart J. 46: §29-$42 (Oct.) 
1953. 
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tion to charge an insurance company for rendering a 
service that benefits primarily the insured person as dis- 
tinguished from a service rendered for the insuring 
organization. In this regard the dividing line might first 
be the area of primary interest. If an insurance company 
makes inquiry of a physician for the purpose of evaluat- 
ing a risk at the time of underwriting or for the purpose 
of reappraisal of a risk, perhaps an equitable charge to 
the company is justifiable. On the other hand, if the 
purpose of the information is to assist the insured in 
collecting a benefit, then the physician might well con- 
sider this as part of his service to the patient. Regardless 
of the purpose for which medical history or information 
is sought, the physician should have prior authorization 
from the patient or the person who initially assumes the 
financial responsibility for medical treatment. 


While insurance as an institution has long been a sub- 
stantial part of and a stabilizing influence on our 
economy, there are several phases of health benefit cover- 
age that are relatively new. During the experimental as 
well as the later stages, a proper understanding of insur- 
ance on the part both of the medical profession and of 
the insured persons will play an important part in its 
future. We can be encouraged by the efforts to date as 
well as continued attempts to reduce paper work required 
of the practicing physician to a minimum. 


EFFECTS OF SMOKING ON CORONARY 
DISEASE 


It has long been recognized that smoking causes 
temporary peripheral vasoconstriction, elevation of the 
blood pressure, and increase in the pulse rate. There 
has, however, heretofore been no definite proof that 
tobacco causes or aggravates coronary disease. In order 
to resolve this point, Russek and his co-workers (see 
this issue, page 563) and other recent investigators have 
used the ballistocardiogram. Russek has found that in 
patients with coronary disease there is a striking ten- 
dency for the ballistocardiographic pattern to deteriorate 
after smoking, in contrast to the absence of such changes 
in normal subjects. Although the exact mechanism of 
this change is not clear this is interpreted as indicating 
some sort of myocardial damage. In many of these patients 
abstinence from smoking results in progressive improve- 
ment in the ballistocardiographic pattern. Hammond and 
Horn,’ relying on questionnaires, made a follow-up study 
of the relationship between smoking and death rates from 
various causes and concluded that about 56% of the total 
effect of regular cigarette smoking on the general death 
rate may be attributed to the effects of smoking on pa- 
tients whose deaths were primarily caused by coronary 
disease. 


Davis and his co-workers ? compared the effects of 
smoking on the ballistocardiograms of normal subjects 
and patients with coronary disease and concluded that 
smoking has a deleterious effect on some patients with 
coronary disease and that the ballistocardiographic pat- 
terns in the two groups were sufficiently different to be 
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of diagnostic value. Henderson,* who also found the bal- 
\istocardiograph an appropriate device for studying the 
eflects of tobacco, observed that smoking one cigarette 
has a temporary effect on myocardial function in some 
ersons as judged by the tracings. This effect is rarely 
seen in healthy persons under 40 years of age, is occa- 
sionally seen in healthy persons over 40, and is seen in 
about 30% of patients with coronary disease, the per- 
centage increasing with advancing age. Buff reports in 
this issue (page 569) abnormal ballistocardiograms in 
42 of 400 apparently normal subjects. Because of the 
association of such tracings with coronary disease he 
believes that persons showing such an effect should give 
up smoking. 

There seems now to be definite evidence that smok- 
ing, even though it may not directly affect the coronary 
arteries, can have a damaging effect on the myocardium. 
No patient with coronary disease should incur the added 
risk to his heart imposed by smoking without first dis- 
cussing thoroughly the problem with his physician. 


TREATMENT OF PARALYSIS AGITANS 


Efforts to evaluate remedies used in the treatment of 
paralysis agitans are impeded by the fact that it is difficult 
to appraise the degree of improvement in a patient and 
the fact that the tremors are subject to marked variation 
and to a certain amount of voluntary control.' Subjective 
improvement is almost always greater than objective im- 
provement with any of the drugs commonly used. Med- 
ical treatment is palliative at best, and maintenance of 
symptomatic relief is accomplished only by gradually in- 
creasing the dose. Effective doses are almost always as- 
sociated with unpleasant side-effects. Because the disease 
may be idiopathic, postencephalitic, or arteriosclerotic, 
itshould perhaps be considered a syndrome rather than 
a disease entity. 

The drugs most commonly used in the treatment of 
paralysis agitans are classed as synthetic antispasmodics, 
solanaceous alkaloids, and synthetic antihistaminics. The 
first group includes trihexyphenidyl, cycrimine, carami- 
phen, and benztropine sulfonate. These drugs in general 
have much of the beneficial action of atropine but are 
less toxic, and the side-effects produced are less severe.” 
Although these drugs do not affect the cause of the con- 
dition they permit the patient to gain weight, care for 
himself, and in general they improve his morale. The 
solanaceous alkaloids include scopolamine, atropine, and 
stramonium, and the most commonly used antihistaminics 
are diphenhydramine and phenindamine. Patients with 
severe symptoms may benefit from a combination of an 
alkaloid and an antihistaminic.* The value of the latter 
in the treatment of paralysis agitans does not appear to 
be due to any antihistaminic action. Most authors agree 
that the best response is obtained in patients whose con- 
dition is moderately severe. Those with mild symptoms 
will not tolerate the unpleasant side-effects of chemo- 
therapy, and in those with severe symptoms eflective 
doses approach too close to toxic levels. Trial and error 
is still the only way to find the best drug for a given 
patient. Because the dose of any drug taken for this con- 
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dition over a long period must be gradually increased, 
toxic limits are eventually reached and a gradual change 
to another drug is indicated. Treatment is so difficult and 
the results so unsatisfactory that many patients give up 
or fall into the hands of charlatans. Weinberg * has treated 
a small series of patients with arteriosclerotic paralysis 
agitans with a combination of heparin and testosterone. 
He noted improvement in body weight and a decrease in 
drooling but no appreciable improvement in the tremors. 
For control purposes, the same patients were subse- 
quently given injections of a placebo, and they lost 
weight. Later they were given testosterone alone, with 
little or no improvement in most cases. 

A solution to this vexing problem is being sought con- 
currently by the neurosurgeons. Removal of the pre- 
central cortex, removal of the upper half of the caudate 
nucleus and sectioning of the anterior limb of the internal 
capsule, and incision into the lateral column of the spinal 
cord at the cervical level have been tried, but these pro- 
cedures have the disadvantage of impairing voluntary 
movement. Spiegel and Wycis ° have used interruption 
of the ansa lenticularis and report that this operation re- 
duces and in some patients almost completely eliminates 
tremors on the contralateral side. This operation has the 
further advantage that it does not interfere with muscle 
tone, sensation, or voluntary movements. Cooper" re- 
ports that in some patients with far-advanced paralysis 
agitans occlusion of the anterior choroidal artery allevi- 
ates resting tremors and rigidity on the contralateral side. 
In most of these patients speech, swallowing, facial ex- 
pression, posture, and gait are improved after operation. 
Drake! states that neurosurgical treatment should be 
limited to patients under 50 years of age whose symp- 
toms are unilateral. In all patients with paralysis agitans 
bed rest is contraindicated. When other methods of treat- 
ment fail electroconvulsive therapy may give some relief. 

The problem of treatment for paralysis agitans is far 
from being satisfactorily solved. The chief shortcomings 
of medical therapy for this condition are that (1) it does 
not control the coarse tremors, (2) the beneficial effects 
of treatment wear off, (3) no single drug is effective in 
patients with severe symptoms, (4) because the condi- 
tion persists for many years patients get tired of any drug, 
and (5) patients differ radically in their tolerance for the 
drugs most commonly used.* This is a condition that re- 
quires the utmost patience on the part of both the physi- 
cian and the patient. 





3. Henderson, C. B.: Ballistocardiograms After Cigarette Smoking in 
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2. Zier, A., and Doshay, L. J.: Treatment of Parkinsonism with 
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ORGANIZATION SECTION 


ABSTRACTS OF MINUTES OF MEETINGS 
OF BOARD OF TRUSTEES 

Before and during the Clinical Meeting of the Association in 
Miami, several sessions were held by the Board of Trustees, 
Nov. 26-Dec. 1, 1954. Numerous matters were discussed, and 
the following actions were taken: 


HOSPITAL BLOOD BANKS 

In April, 1954, the Chicago Blood Donor Service requested 
the assistance of the American Hospital Association in the 
development of accounting entries which would properly reflect 
blood bank activity in hospitals. The board of trustees of the 
American Hospital Association recommended adoption of a 
uniform set of entries devised by its Committee on Accounting 
and Statistics, subject to approval by the other member agencies 
of the proposed National Blood Foundation. The board, after 
consultation with the appropriate committee and staff, approved 
the recommended accounting entries for hospital blood banks 
as proposed by the A. H. A. 


TODAY’S HEALTH 

After serious considerations of all phases of the publication 
of Today's Health, the Board appointed Mr. William W. 
Hetherington managing publisher of the periodical. At the same 
time Dr. W. W. Bauer, who had been serving Today’s Health 
so effectively as editor, was named chief editor of the following 
editorial board: Dr. Walter E. Vest; Dr. Julian P. Price; Dr. 
George F. Lull; Dr. Austin Smith, and Mr. Leo E. Brown. 


CONTRIBUTORY HEALTH INSURANCE FOR CIVILIAN EMPLOYEES 
OF FEDERAL GOVERNMENT 

The principle of federal participation on a contributory basis 
in prepayment voluntary medical care insurance for federal 
civilian employees was discussed, and the Board decided that in 
considering any legislation that might be introduced into the 
Congress, the following principles should be adhered to: 

(1) Administration of the program shall be by the Civil Service Com- 
mission rather than by individual departments of the government; 

(2) Application of the program shall be at the local level; that is, there 
should be the right of selection from among several eligible plans or 
programs so that local needs, customs, premiums and benefit levels shall 
be maintained; 

(3) The plan shall be established on a voluntary participating basis with 
the government contributing not more than 50%; 

(4) The Civil Service Commission shall have the power to veto any 
plan where cause (such as unfair trade practices) can be shown, 

TELEVISION 

The Board approved sponsorship of a closed circuit television 
program to be produced by Smith, Kline & French for physicians 
only and to be transmitted into 31 of the largest cities from 
coast to coast. It is calculated that such a program would be 
accessible to approximately 90,000 physicians; only institutional 
advertising will be permitted. The proposed program will be 
viewed on Wednesday, Feb. 9, 9:00 p. m. EST. 


REGISTRATION OF HOSPITALS 
In June, 1954, the House of Delegates approved the dis- 
continuance of the registration of hospitals by the American 
Medical Association but continued the accumulation of statistical 
information for the time being. The Board at this meeting voted 
that as of Feb. 1, 1955, the Association will discontinue the 
accumulation of such data on hospitals. 


MENTAL HEALTH 
Effective immediately, the Board granted council status to the 
Committee on Mental Health. 


AWARDS AND CITATIONS 

To insure the submission of new names of physicians for con- 
sideration for the Distinguished Service award, the Secretary and 
General Manager was instructed to write to the secretaries of 
17 of the constituent state medical associations, in alphabetical 
order, requesting that they ask their councils or trustees to 
nominate a candidate for the award. A biographical outline of 
the candidate should be submitted with the nomination, with a 


deadline of March 1 of each year. If a candidate is not selected 
by the House of Delegates after two years, his name will be 
dropped from the list. 


FOREIGN HEALTH INSURANCE AND WELFARE PROGRAMS 
Methods of obtaining authoritative information on the health 
insurance programs now in operation in Denmark, Norway, and 
Sweden were discussed. It was decided to contact the office of 
the Secretary General of the World Medical Association and 
Dr. Dag Knutson, chairman of the council of the W. M. A., for 
all available data on the programs in these countries. 


SECOND CONFERENCE ON MEDICAL EDUCATION 


A short time ago the Board of Trustees invited the World 
Medical Association to hold its second conference on medical] 
education in the United States. The invitation was accepted by 
that association at its eighth general assembly, and the second 
conference will be held in 1959, 


CHANGE IN TITLES OF SPECIALTY JOURNALS 
Changes in the titles of two of the specialty journals were 
approved, i. e., 
Archives of Dermatology and Syphilology to Archives of 
Dermatology 
Archives of Industrial Hygiene and Occupational Medicine to 
Archives of Industrial Health 


APPOINTMENTS TO COUNCILS, COMMITTEES, AND 
EDITORIAL BOARDS 


The following appointments were made to fill vacancies on 
the councils and committees of the Association and on the 
editorial boards of the several specialty journals (the appointee 
is to succeed himself unless otherwise stated): 


A. M. A. Archives of Dermatology, Dr. J. Lamar Callaway; 
A. M. A. Archives of Industrial Health, Prof. Philip Drinker, 
Dr. Frank Princi, and Dr. Carl M. Peterson, Chicago (additional 
member); A. M. A. Archives of Internal Medicine, Dr. George 
E. Burch and Dr. Hugh R. Butt; A. M. A. Archives of Neurology 
and Psychiatry, Dr. Wilder Penfield; A. M. A. Archives of 
Ophthalmology, Dr. John Dunnington and Dr. W. L. Benedict; 
A. M. A. Archives of Otolaryngology, Dr. E. M. Seydell and 
Dr. Joseph Sataloff, Philadelphia (additional member); A. M. A. 
Archives of Pathology, Dr. William B. Wartman and Dr. 
William Meissner, Boston, to succeed Dr. S. B. Wolbach 
(deceased); A. M. A. Archives of Surgery, Dr. A. W. Allen; 
Council on Pharmacy and Chemistry, Dr. Perrin H. Long, Dr. 
Joseph Stokes Jr., Dr. W. G. Workman, and Dr. Harry Eagle, 
Bethesda, Md., to succeed Dr. James Bordley III (resigned); 
Council on Physical Medicine and Rehabilitation, Dr. Frank H. 
Krusen, Dr. A. C. Cipollaro, and Dr. Felix Butte; Council on 
Foods and Nutrition, Dr. L. A. Maynard, Dr. Grace Goldsmith, 
and Dr. Charles §. Davidson; Council on National Defense, 
Dr. Harold S. Diehl and Dr. Richard L. Meiling; Dr. Reuben A. 
Benson, Bremerton, Wash., to succeed Dr. James C. Sargent 
(deceased), and Dr. Carroll P. Hungate to succeed Dr. W. J. 
Baker (resigned); Council on Rural Health, Dr. Carll Mundy, 
Dr. Charles R. Henry, and Dr. Henry A. Randel, Fresno, Calif. 
to succeed Dr. J. Frank Doughty (deceased); Council on Mental 
Health, Dr. Lauren H. Smith; Committee on Legislation, Dr. 
Clark Bailey and Dr. C. L. Palmer; Committee on Medical 
Motion Pictures, Mr. Tom Jones and Dr. Robert Schultz; Com- 
mittee on Cosmetics, Mr. Louis C. Zopf and Dr. Raymond R. 
Suskind, Cincinnati, to succeed Dr. Harry L. Huber; Committee 
on Medicolegal Problems, Dr. Alan R. Moritz and Dr. A. S. 
Wiener; Council on Scientific Assembly, Dr. Stanley P. Reimann 
and Dr. Alphonse McMahon. 


JOINT COMMISSION FOR IMPROVEMENT OF CARE OF PATIENT 

Drs. Howard Gray and Donald Smelzer were reappointed for 
another term of service on the Joint Commission for the Im- 
provement of the Care of the Patient. 
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lo enable the Joint Commission to employ a full-time secre- 
tary and the necessary stenographic help, the Board of Trustees 
authorized an appropriation of $3,500 as its share in the estab- 
lishment of the necessary permanent staff for the commission. 


CHURCH ATTENDANCE CRUSADE 
[The Board voted to approve in principle the request of the 
Board of Evangelism of the Methodist Church for promotion 
of a nationwide church attendance crusade scheduled for the 
first 15 weeks of 1955. The theme of the crusade is to encourage 
every person to attend the place of worship of his choice every 
week and to pray to his God every day. 


WORLD HEALTH ORGANIZATION 

The next assembly of the World Health Organization will be 

held in Mexico City, May 10-27, 1955. The delegates have been 

invited to New York to participate in an educational tour, and 

the Board of Trustees voted to extend an invitation to them to 

attend the Annual Meeting of the Association in Atlantic City 
in June, 1955. 


COMMISSION ON MEDICAL CARE PLANS 

On recommendation of a special Task Force on Medical Care 
Plans, the Board of Trustees appointed a Commission on 
Medical Care Plans to make a full and complete study of the 
plans in existence. The commission will inquire into the nature 
and methods of operation of such plans, the quality of medical 
care provided, as well as the legal and ethical status of the 
various arrangements being used, and will operate with the 
assistance of members of the staff of the headquarters office. 
The composition of the commission is as follows: 

Dr. Leonard W. Larson, Bismarck, N. D., Chairman 

Dr. David B. Allman, Atlantic City, N. J. 

Dr. H. Russell Brown, Watertown, S. D. 

Dr. John F. Conway, Clovis, N. Mex. 

Dr. F. J. Elias, Duluth, Minn. 

Mr. E. J. Faulkner, Lincoln, Neb. 

Dr. Percy E. Hopkins, Chicago 

Mr. Jay Ketchum, Detroit 

Dr. Joseph D. McCarthy, Omaha 

Dr. H. Gordon MacLean, Oakland, Calif. 

Dr. Homer L. Pearson, Miami, Fla. 

Dr. Leo Price, New York 

Dr. James R. Reuling, Bayside, N. Y. 

Dr. William P. Shepard, New York 

Dr. Norman A. Welch, Boston 


NURSES AND NURSING 

The Board expressed its hope that the activities of the Com- 

mittee on Careers in connection with its student nurse recruit- 

ment program will be continued and authorized a contribution 
of $5,000 for 1955. 


COUNCIL ON MEDICAL SERVICE 
Dr. R. B. Homan Jr., because of ill health, tendered his 
resignation from the Council on Medical Service, which was 
accepted with regret by the Board. Dr. Arthur C. Scott of Texas 
was appointed to fill the vacancy on the Council until the next 
Annual Meeting of the Association 


APPOINTMENTS 

The following appointments to committees, meetings, etc., 
were made: 

Mr. Ralph P. Creer, as advisor to the Committee on Medical 
Motion Pictures of the International College of Surgeons and 
as the representative of the Association to Co-Op, a loose 
federation, sponsored by the National Audio-Visual Association, 
whose sole function will be to bring together representatives 
from national organizations for the purpose of determining the 
ways in which cooperation in the promotion of 16 mm. film use 
can be effected; 

Dr. F. J. L. Blasingame, representative of the Board to the 
Council on National Defense; 

Dr. Elmer Hess, Chairman, Dr. David B. Allman, and Dr. 
Louis B. Orr as a committee to confer with the National Com- 
mander of the American Legion on matters of mutual interest. 
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GRIEVANCE COMMITTEE STANDARDS 

The following committee was appointed in accordance with 
resolutions no. 17 and 26 introduced into the House of Delegates 
at its meeting in Miami, Nov. 29-Dec. 2, 1954, and adopted in 
principle by that body, to recommend standards that may be 
promulgated by the Association as a guide to the organization 
and functioning of grievance committees in the constituent state 
and component county-medical societies: 

Dr. John P. Culpepper Jr., Hattiesburg, Miss., Chairman 

Dr. Frank D. Costenbader, Washington, D. C. 

Dr. Cleon A. Nafe, Indianapolis 

Dr. George A. Unfug, Pueblo, Colo. 

Dr. Keith Frankhauser, Avon, Ill. 


TELEVISION SHOW FEB. 14 DISCUSSES H-BOMB 


For an informative presentation on the treatment of H-bomb 
casualties, the American Medical Association Council on Na- 
tional Defense urges all physicians to watch the special “Medic” 
television program on Monday evening, Feb. 14. A round-up 
on the hydrogen bomb and various aspects of civil defense plan 
ning, the program, entitled “Flash of Darkness,” will be seen 
over the NBC-TV network at 9 p. m. EST. The program is 
sponsored by the Dow Chemical Company and technical assist- 
ance furnished by the Los Angeles County Medical Association 


GRANTS FOR RESEARCH 


Each year through the Subcommittee on Grants-in-Aid of 
the Committee on Research the American Medical Association 
makes available funds to foster investigations of therapeutic 
interest and investigations in the basic medical sciences. Grants 
are limited to sums of $500 or less for investigations of thera- 
peutic interest and may be used for any purpose in this general 
field except for payment of salaries or for services. Grants 
slightly larger than this are occasionally made in the field of 
basic science and may be used for any purpose except for pay 
ment of salaries or for services. These sums may be small in 
relation to the total cost of the investigation aided; therefore, 
the funds may be used as a supplement to grants from other 
sources, provided the subcommittee is informed of this fact and 
the extent of the support of the other organization. Application 
blanks may be obtained from the Secretary, Committee on Re 
search, A. M. A., 535 N. Dearborn St., Chicago 10 


POSTPONE FEB. 27 “MARCH OF 
MEDICINE” TELEVISION PROGRAM 

The “March of Medicine” television program originally 
scheduled for Feb. 27 over NBC-TV has been postponed for a 
few weeks. Entitled “Ten Years After Hiroshima,” this show 
will feature an on-the-spot film report from the Atomic Bomb 
Casualty Commission in Japan. Details of atomic medical re- 
search at Boston Children’s Hospital and the University of 
Chicago’s Argonne Cancer Research Hospital also will be pre- 
sented. The show is sponsored by the American Medical Associ- 
ation and Smith, Kline & French Laboratories (see THE JOURNAL, 
Feb. 5, 1955, page 515). 


TWO NEW PLACEMENT AIDS 

Tips for doctors seeking new locations to practice and com- 
munities looking for a doctor may be found in two new physi 
cians’ placement service booklets to be issued late in the spring 
by the American Medical Association’s Council on Medical 
Service. The first, “Physicians Placement Service—1955,” deals 
with the history and present operations of the A. M. A.’s place- 
ment service, giving special attention to the activities of the 
services maintained by, or in cooperation with, state medical 
societies. The second booklet answers the question from civic 
leaders, “What have other communities done to attract physi- 
cians?” Brief accounts of modern medical facilities that have 
been made available to physicians by a number of communities, 
along with floor plans and photographs, are presented. This 
pamphlet complements the 1953 booklet, “A Doctor for Your 
Community.” 
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The first health fair planned as a supplement to an American 
Medical Association Clinical Meeting was held in Miami Dec. 
2-5, 1954. Exhibits were open free to the public shortly after the 
close of the last A. M. A. scientific meeting, daily from 2 to 10 
p. m. Reports from the sponsoring organizations—the Florida 
Medical Association, the Dade County (Fla.) Medical Associa- 
tion, and the A. M. A.—indicate that the cooperative venture in 
the field of general health education was a resounding success. 
More than 80 exhibits, many of them “audience participation” 
displays, were set up by 32 national, state, and local health 
organizations in Miami’s Bayfront Auditorium. Subjects of the 
fair exhibits covered information on health, designed to appeal 
to the average layman. 

About 6,300 school children attended with their teachers on 
schedules arranged prior to the opening of the fair. Free roent- 
genograms were given to 2,400 children by Miami dentists and 
nurses who staffed the Florida State Dental Society booth. The 
Florida State Board of Health made 2,573 free chest roentgeno- 
grams during a 13 hour period. About 20,000 persons, including 
many family groups, viewed an embryology exhibit that made 
use of sculptured figures to illustrate the development of a fetus 
from conception to birth. This was one of several exhibits 
sponsored by the Cleveland (Ohio) Health Museum. 

As the accompanying photos show, something of interest to 
every age group was included. Children measured their height 
on silhouette figures, part of an exhibit on growth; industrial 
workers examined pamphlets on occupational hazards; student 
nurses viewed a dummy display on treatment of casualties; 
families attended films on obesity, dental health, first aid, tuber- 
culosis, cancer, and alcoholism; others were interested in exhibits 
on diabetes, nutrition, blood, narcotics, the heart, medical quacks, 
cerebral palsy, physical therapy, and the organs of sight, hearing, 
and speech. Generally, visitors to the fair commented favorably 
on exhibits with some form of demonstrztion, live models, test- 
ing devices, question and answer panels, or other participation 
techniques. The “House of Fear,” a two room display on mental 
health, was crowded constantly, as was the theater where 11 films 
were shown in continuous daily performances. 

Richard Stover, M.D., general chairman, said: “The Health 
Fair for the general public was presented primarily for edu- 
cational purposes. We hope that through its exhibits and film 
presentations our guests have benefited from better knowledge 
of health facts and progress.” Dr. Stover added that “a wealth 
of exceptional material” had been offered by many of the 
nation’s leading health agencies, museums, and institutions. 

In addition to the public relations facilities of the organiza- 
tions sponsoring exhibits at the fair, eight radio programs and 
four television programs were devoted to advance notice of the 
fair, and 24 spot radio announcements were released to 11 radio 
stations. Invitational plaques and circulars were mailed to 
members of the Dade County Medical Association, and their 
woman’s auxiliary carried on a telephone campaign to encourage 
public interest in attending the fair. This promotion tied in with 
the press, radio, and television coverage, which focused local 
and national attention on the A. M. A. Clinical Meeting pre- 
ceding the health fair. 

The following groups participated in the fair: the National 
Safety Council, Miami police department, American Dietetic 
Association, Cleveland Health Museum, Dade County health 
department, American Nurses Association, American Hospital 
Association, U. S. Army Medical Service, Chicago Museum of 
Science and Industry, U. S. Public Health Service, United 
Cerebral Palsy, American Diabetes Society, National Institutes 
of Health, American Association of Blood Banks, Mayo Clinic, 
Florida Medical Association, University of Miami, University 
of Florida, American Physical Therapy Association, National 
Society for Crippled Children and Adults, Veterans Administra- 
tion Hospital (Physical Medicine and Rehabilitation Service), 
Florida Bureau of Narcotics, Mental Health Society of South 
Florida, National Committee on Alcoholism, Florida Alcoholic 
Rehabilitation Program, Heart Association of Miami, American 
Cancer Society, American Dental Association, U. S. Navy 
Bureau of Medicine and Surgery, Florida Dental Association, 
American Veterinary Medical Association, National TB Associ- 
ation, Florida State Board of Health, the Woman’s Auxiliary to 
the American Medical Association, and the A. M. A. Twenty 
exhibits and displays were sent to the fair by the A. M. A. 
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The Miami Health Fatr 








Dr. Elmer Hess, A. M. A. President-Elect, congratulates 
Dr. Richard F. Stover, general chairman of the Health Fair, 


and Mrs. Stover. 





Above: Top, one of 2,400 visi- 
tors who teok advantage of 
the free dental roentgeno- 
graphic service. Middle, the 
Traffic Safety exhibit. Right, 
a young student eyes an ex- 
hibit on the throat, mouth, 
and nose, 
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Below: Top, a roentgenographic exhibit on tuberculosis, cancer, 
and heart disease. Bottom, nurse instructors review 13 steps 
that lead to alcoholism. 
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Above: Top, an elderly invalid, anxious 
vances in medicine. Bottom, theater where 
were shown daily. 
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ARKANSAS 

Psychiatrists Meet in Little Rock.—The seventh annual Institute 
in Psychiatry and Neurology will be held at the Veterans Ad- 
ministration Hospital, North Little Rock, Feb. 24-25. Guest 
lecturers will include Dr. Bernard J. Alpers, professor of neurol- 
ogy, Jefferson Medical College of Philadelphia; Werner Boehm, 
associate professor of social work, University of Minnesota, 
Minneapolis; Dr. Ewing H. Crawfis, superintendent, Arkansas 
State Hospital, Littke Rock; Dr. Thomas A. Harris, director of 
Child Guidance Clinic, University of Arkansas School of 
Medicine, Litthke Rock; Gardner Murphy, Ph.D., director of 
research, Menninger Foundation, Topeka, Kan.; Dr. Arthur P. 
Noyes, Norristown, Pa., president, American Psychiatric Associ- 
ation; Dr. Winfred Overholser, superintendent, St. Elizabeth’s 
Hospital, Washington, D. C.; Dr. Sandor Rado, director, Psycho- 
analytic Clinic for Training and Research, Columbia University, 
New York; Dr. Theodore A. Watters, New Orleans; and Henry 
Weihofen, professor of law, University of New Mexico, Albu- 
querque. There will be technical exhibits prepared by hospital 
staff members and a panel discussion, “Evaluation of Therapeutic 
Usefulness of Thorazine and Serpasil,” by Drs. Henry M. 
Hawkins, Melvyn J. Gardner, Leopold N. Judah, and O. D. 
Murphree. Dr. Overholser will be the principal speaker at the 
dinner session Thursday evening. On Wednesday, preceding the 
institute proper, there will be a seminar in clinical psychology 
and a Veterans Administration social service workshop. 


CALIFORNIA 


Radiological Conference.—The seventh annual Mid-Winter 
Radiological Conference, sponsored by the Los Angeles Radio- 
logical Society, will be held at the Ambassador Hotel in Los 
Angeles, Feb. 26-27. The program will include: 
Prof. Olle Olsson, Lund, Sweden: (1) Renal Angiography; (2) Tolerance 
te Contrast Media. 
Paul C. Hodges, Chicago: (1) Neoplasms of Bone; (2) Fibrous Dys- 
plasia of Bone. 
Simeon T. Cantril, Seattle: (1) Hodgkin’s Disease; (2) Palliation and 
Care of Terminal Patients. 
Leslie R. Bennett, Los Angeles: Medical Isotopes. 
George Jacobson, Los Angeles: Value of PA Chest Film in Cardiac 
Radiology. 
Ross Golden, Los Angeles: (1) Tumors of the Small Intestine; (2) 
Physical Problems in Detection of Cancer of the Stomach. 
Charles E. Grayson, Sacramento: The Pulmonary Cripple. 
Informal round-table luncheons with the guest speakers will be 
featured both days. The cost of the luncheons is included in the 
conference fee of $20; an additional charge of $6.50 per person 
will be made for the banquet Saturday evening. Residents in 
radiology and radiologists in active military service will be ad- 
mitted to the scientific sessions of the conference without pay- 
ment of registration fee. Conference reservations may be made 
through the chairman, Dr. Richard A. Kredel, 65 N. Madison 
Ave., Pasadena. Checks should be payable to Mid-Winter Radio- 
logical Conference. 


CONNECTICUT 


Spring Lecture Series.—The Hartford Medical Society announces 
the following series of lectures, which will be held from 5 to 
8:30 p. m. in the Hunt Memorial Building: 


Feb. 21, Richard L. Riley, Baltimore: Chronic Pulmonary Insufficiency. 

March 7, Samuel P. Harbison, Pittsburgh: Routine Orders and Humbug. 

March 21, Thomas A. Warthin, West Roxbury, Mass.: Gastrointestinal 
Bleeding. 

April 4, Conrad M. Riley, New York: Bright’s Disease in Children. 

April 18, Louis A. Soloff, Philadelphia: Medical Aspects of Mitral 
Commissurotomy. 


Society News.—At a recent meeting of the Connecticut Valley 
Radiologic Society the following officers were elected: Dr. 
Charles C. Verstandig, New Haven, president; Dr. Arthur J. 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Horrigan, Springfield, Mass., vice-president; and Dr. B. Bruce 
Alicandri, Springfield, Mass., secretary-treasurer. Dr. Hattie 
E. Alexander, associate professor of pediatrics, Columbia Uni- 
versity College of Physicians and Surgeons, New York, will 
speak before the Yale Medical Society Feb. 14, 8:15 p. m. in 
Fitkin Amphitheatre at the Yale-New Haven Medical Center. 
discussing “Recent Studies on Control of Heritable Traits in 
Microorganisms.” Alli interested physicians and friends of the 
society are invited. 





ILLINOIS 


Course in Microscopy.—The State Microscopical Society of 
Illinois (608 S. Dearborn St., Chicago 5) announces a course in 
advanced microscopy and photomicrography, to be given on 
alternate Monday evenings (6:30-8:30 p. m.) from Feb. 14 to 
June 6. The society also offers a course in how to work in the 
field of the microscope, a refresher course on the latest tech- 
niques, on alternate Thursday evenings (6:30-8:30 p. m.) from 
Feb. 10 to June 2 and a course in electron microscopy on alter- 
nate Friday evenings (6:30-8:30 p. m.) from Feb. 11 to June 3. 
Registration fee, $18, in any of the courses includes one year's 
membership in the society. 


Clinics for Crippled Children.—The University of Illinois di- 
vision of Services for Crippled Children has scheduled the 
following clinics, to which any private physician may refer or 
bring any children for whom he may want examination or con- 
sultative services: 
Feb. 15, Vandalia, American Legion Building. 
Feb. 16, Chicago Heights, St. James Hospital; Carrollton, Carrollton 
Grade School. 
Feb. 17, Rockford, St. Anthony Hospital. 
Feb. 18, Macomb, Phelps Hospital. 
Feb. 22, Peoria, Children’s Hospital; Effingham (rheumatic fever), St. 
Anthony’s Emergency Hospital. 
Feb. 23, Alton (rheumatic fever), Alton Memorial Hospital; Springfield 
(cerebral palsy), Memorial Hospital; Elgin, Sherman Hospital. 
Feb. 24, Bloomington (general and cerebral palsy), St. Joseph’s Hospital; 
Anna, City Hospital. 
Feb. 25, Chicago Heights (rheumatic fever), St. James Hospital. 


Chicago 

Personal.—Dr. Willis J. Potts has been promoted to the rank 
of full professor of surgery at Northwestern University Medical 
School. Dr. Potts is surgeon-in-chief at Children’s Memorial 
Hospital in Chicago. Before joining the Northwestern medical 
faculty in 1946, he had taught at his alma mater, Rush Medical 
College, and at the University of Illinois College of Medicine. 


Hektoen Lecture.—The 30th Ludwig Hektoen Lecture of the 
Frank Billings Foundation will be held at the Drake Hotel, 
Feb. 14, jointly with the Chicago Diabetes Association. A dinner 
will precede the lecture. Dr. DeWitt Stetten Jr., associate di- 
rector in charge of research, National Institute of Arthritis and 
Metabolic Diseases, Bethesda, Md., will present “Disturbances 
of Intermediary Metabolism in Diabetes Mellitus.” 


Society News.—At its meeting Feb. 15, 8 p. m., in the Chicago 
Academy of Sciences, 2001 N. Clark St., the scientific and 
medical advisory council of the Chicago Heart Association will 
present a program, “Cerebral Vascular Accidents.” “Pathology 
and Pathologic Physiology” will be considered by Dr. Ben W. 
Lichtenstein, “Neurosurgical Aspects” by Dr. Oscar Sugar, and 
“Medical Aspects” by Roland P. MacKay. Discussion will follow. 
All physicians are welcome. 


LOUISIANA 

Pathologists Meet in New Orleans.—A joint meeting of the 
south central region, College of American Pathologists, and of 
the Louisiana Pathology Society will be held Feb. 24-26 at 
Jung Hotel, New Orleans. On Thursday, busses will leave the 
hotel at 8:30 a. m. for Carville, where a program has been 
planned at the National Leprosorium by the U. S. Public Health 
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Service. Luncheon will be served at the leprosorium, and a 
barbecue supper, 4 p. m., at Dr. Ralph M. Hartwell’s farm near 
st, Gabriel. Friday will be devoted to a symposium on legal 
medicine. Dr. Charles P. Larson, pathologist, Tacoma General 
Hospital, Tacoma, Wash., will be moderator, and the guest con- 
ductors will be Mr. Joseph D. Frank, LL.B., vice-president and 
general counsel, Lincoln National Life Insurance Company, Fort 
Wayne, Ind., and Dr. Stanley H. Durlacher, associate professor 
of pathology, Louisiana State University School of Medicine, 
New Orleans. The Louisiana Pathology Society will be host at 
a social hour, 5-7 p. m. Dr. Andrew S. Ranier, pathologist, St. 
Patrick's Hospital, Lake Charles, will moderate the Saturday 
morning symposium on immunohematology, and Dr. Najeeb 
Klam, pathologist, St. Francis Hospital, Monroe, will serve as 
moderator for the closing session. 


MAINE 

Course in Cardiology.—A course in clinical electrocardiography 
is offered at the Maine General Hospital, Portland, on Wednes- 
days at 7:30 p. m. The following presentations have been 


scheduled: 
Feb. 16, The Electrocardiogram in Myocardial Infarction, Eugene H. 
Drake. 


Feb. 23, The Electrocardiogram in Hypertension, Pericarditis, Congenital 
Heart Disease, and Cor Pulmonale, Ralf S. Martin. 

March 2, Electrocardiographic Effects of Drugs, Electrolyte Imbalance, 
and Metabolic Diseases, Ralf S. Martin. 

March 9, Arrhythmias (1), Harold L. Osher. 

March 16, Arrhythmias (2), Eugene H. Drake. 

March 23, The Electrocardiogram in Differential Diagnosis, Haroid L. 
Osher. ss 


MASSACHUSETTS 

Tufts Medical Alumni Lecture.—The annual alumni lecture will 
be given at Tufts College Medical School, 136 Harrison Ave., 
Boston, Feb. 15, 4 p. m. Dr. John F. Conlin, medical director, 
Boston City Hospital, will discuss “Medicine, Men and Money.” 
Physicians and students are cordially invited. 


Society News.—Dr. Philip K. Bondy, assistant professor of 
medicine, Yale University School of Medicine, New Haven, 
Conn., will speak before the Norfolk District Medical Society 
at the Children’s Cancer Research Foundation (Jimmy Fund 
Bldg., Auditorium), 35 Binney St., Boston, Feb. 15, 8:15 p. m., 
discussing “Studies of Lipid Metabolism in Man.” 


MICHIGAN 

Centennial Symposium on Nutrition.—In commemoration of 
the centennial year of Michigan State College, East Lansing, the 
school of agriculture is sponsoring a symposium, “Nutrition of 
Plants, Animals, and Man,” Feb. 14-16. Monday will be devoted 
largely to the chemical composition and nutritional quality of 
plants, Tuesday morning to animal nutrition, and Tuesday after- 
noon to human nutrition. Wednesday H. D. Anderson, Ph.D., 
Michigan Department of Public Health; Ancel B. Keys, Ph.D., 
University of Minnesota, Minneapolis; Oris V. Wells, B.S., U. S. 
Department of Agriculture; and Mrs. Alice Smith, Michigan 
Department of Public Health, will consider the public health 
aspects of the problem and, with other speakers, will conduct a 
panel discussion on all aspects of the symposium. Information 
may be had from Continuing Education Service, Kellogg Center, 
Michigan State College, East Lansing. The proceedings of the 
‘symposium will be published. 


MISSOURI 

Symposium on Radioactive Isotopes.—At its meeting Feb. 15, 
8:30 p. m., the St. Louis Medical Society (3839 Lindell Blvd.) 
will offer a symposium on the use of radioactive isotopes in 
medicine. The moderator will be Dr. William B. Seaman and 
the collaborators, Dr. Gladden V. Elliott; Dr. Edward H. Rein- 
hard, by invitation; Dr. Alfred I. Sherman; and Michel M. Ter- 
Pogossian, Ph.D., by invitation. 





Williams Memorial Lecture—The Vincent Park Williams 
Memorial Lecture will be presented Feb. 22 in the Jackson 
County Medical Society Auditorium, General Hospital No. 1, 
Kan« +s City, Mo., by Dr. Willis J. Potts, professor of surgery, 
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Northwestern University Medical School and surgeon-in-chief, 
Children’s Memorial Hospital, Chicago. Dr. Potts will discuss 
“Surgical Management of Congenital Lesions of the Gastro- 
intestinal Tract.” 


NEW YORK 


Diabetes Series.—The Rochester Regional Diabetes Association 
will hold the third of its series of dinner meetings at the Univer- 
sity Club, Feb. 19, 7 p. m. (cocktails at 6:30 p. m.). Dr. Milton 
G. Bohrod, pathologist and director of laboratories, Rochester 
General Hospital, will discuss “Vascular Lesions in Diabetes 
Mellitus.” 


Lecture on Cancer Chemotherapy.—Tau chapter of the Phi 
Delta Epsilon fraternity at Syracuse University will sponsor its 
ninth annual lectureship Feb. 15, at which time Dr. Cornelius 
P. Rhoads, director, Sloan-Kettering Institute for Cancer Re- 
search, New York, will discuss “Present Status of Cancer 
Chemotherapy.” 


Course on Resuscitation of the Newborn.—Physicians are in- 
vited to attend a course on resuscitation of the newborn, given 
under the auspices of the child health and welfare committee of 
the Medical Society of the County of Kings, Feb. 14, 8:30 p. m., 
in the auditorium of the “E” Building, Kings County Hospital, 
Clarkson and New York avenues, Brooklyn. The course will be 
given by the following Brooklyn physicians: Richard L. Day, 
Peter Gruenwald, Merel H. Harmel, and Henry Roscoff, who 
will act as moderator. 


New York City 

Tumor Clinic.—Dr. Michael B. Shimkin, chief, biometry and 
epidemiology branch, National Cancer Institute, Bethesda, Md., 
will have as his topic “Chemotherapy of Lymphomas: Effect 
upon Survival” at the Tumor Clinic Conference, Harlem Hos- 
pital, Feb. 16, 10:45 a. m. 


Course in Cancer Detection.—A course in exfoliative cytology, 
to be given March 7 to June 3 at Cornell University Medical 
College (1300 York Ave.), is open to a limited number of 
physicians and technicians. Arrangements for shorter periods of 
instruction covering certain applications of exfoliative cytology 
may be made for those who are unable to take the entire three 
month course. Tuition for the course is $300, or a proportionate 
fee for shorter periods. Instruction, under the direction of Drs. 
George N. Papanicolaou and John F. Seybolt, will include 
laboratory procedures and will cover the cytology of the female 
genital, gastrointestinal, respiratory, and urinary tracts, as well 
as exudates. 


PENNSYLVANIA 

Establish Radiology Center.—The University of Pennsylvania 
recently received a grant of $750,000 from the Donner Founda- 
tion to establish a radiology center at the university hospital. 
The center will bear the name of the late William H. Donner, 
Pennsylvania industrialist and philanthropist, in reccgnition of 
his long interest in radiological diagnosis and treatment. Its 
major activities will include the diagnosis and treatment of dis- 
ease, investigative work, and an instructional program to train 
young men and women in the use of radiological techniques. 
Physicians, chemists, and physicists will carry on cooperative 
research projects in the fields of radioactive isotopes, high 
energy radiation, and similar projects with special significance 
in the field of medical sciences. 


Philadelphia 

Faculty Gift to Dean.—Dr. William N. Parkinson recently com- 
pleted 25 years as dean of Temple University School of Medi- 
cine. In recognition of his service to the school, the faculty 
presented him with a Cadillac car. 


Bedell Lecture.—Dr. Algernon B. Reese, New York, will deliver 
the Arthur J. Bedell Lecture at the seventh annual clinical con- 
ference of the staff and ex-residents of Wills Eye Hospital, which 
will be held at the hospital, 1601 Spring Garden St., Feb. 18-19. 
His subject will be “The Diagnosis and Treatment of Orbital 
Tumors and Simulating Lesions.” 
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SOUTH DAKOTA 

Personal.—Gov. Sigurd Anderson recently named Dr. Merritt 
A. Auld, Yankton, to the Sanatorium and Soldiers Home Board 
for a term ending July, 1959. 


Sioux Valley Meeting.—The Sioux Valley Medical Association 
will hold its 59th annual session at the Cataract Hotel, Sioux 
Falls, Feb. 22-24. The sessions will open Tuesday at 8 p. m. 
with a presentation by Charles D. Cox, Ph.D., chairman, depart- 
ment of microbiology, University of South Dakota School of 
Medical Sciences, Vermillion. Dr. Robert L. Grissom, associate 
professor of internal medicine, University of Nebraska College 
of Medicine, Omaha, will speak Wednesday at 9 a. m. and 2:30 
p.m. At 11 a. m. Dr. Floyd J. Lewis, Minneapolis, will talk on 
intestinal obstruction in the newborn and during infancy, after 
which there will be a medical, surgical, and general practice 
round-table luncheon. At 3:30 p. m. Dr. Richard L. Varco, 
Minneapolis, will discuss “Surgical Management of Certain 
Forms of Heart Disease—Operative Cholangiography and Pre- 
vention of Common Duct Strictures.” The Thursday morning 
session will open at 9 a. m. with a presentation on pediatric 
gastroenterology by Dr. Gordon E. Gibbs, associate professor 
of pediatrics, University of Nebraska College of Medicine, 
Qmaha, who will talk also on pediatric endocrinology at 1:30 
p. m. Mannequin demonstrations of labor, forceps operations, 
and breech delivery will be given at 11 a. m. by Dr. Ralph 
Luikart, professor of obstetrics and gynecology, University of 
Nebraska College of Medicine, Omaha, whose afternoon topic 
(3:30 p. m.) will be “Benign Lesions of the Cervix: Diagnosis 
and Treatment.” 


TENNESSEE 

Pediatric Seminar.—The pediatric department, Vanderbilt Uni- 
versity School of Medicine, Nashville, will hold a postgraduate 
seminar Feb. 17, with a series of “wet clinic” demonstrations of 
patients and technical procedures. A $5 registration fee will be 
charged to cover mailing and mimeographing and a buffet 
luncheon in the hospital dining room. Five hours’ credit have 
been certified by the Academy of General Practice. 


WISCONSIN 

Lecture on Lupus Erythematosis——Dr. Robert J. Rohn of the 
Indiana University School of Medicine, Indianapolis, will present 
“Hematological Observations in Acute Disseminated Lupus 
Erythematosis” under the auspices of the Medical School Society 
in the auditorium of Service Memorial Institutes, University of 
Wisconsin, Madison, at 8 p. m., Feb. 15. 


GENERAL 

Anniversary Issue.—The January number of Surgery, Gynecol- 
ogy and Obstetrics is its golden anniversary issue. Portraits of 
the late Dr. Franklin H. Martin, founder and managing editor 
of the publication, and the late Dr. Allen Kanavel, its first associ- 
ate editor, precede the editorial by the present editor, Dr. Loyal 
Davis, Chicago. 


Neurosurgeons Meet in Birmingham.—The Southern Neuro- 
surgical Society will hold its annual meeting Feb. 18-19 at the 
Hotel Tutwiler, Birmingham, Ala. After introductory remarks 
by Dr. Barnes Woodhall, Durham, N. C., president, a welcome 
will be extended by Dr. James J. Durrett, dean, Medical College 
of Alabama, Birmingham. Seventeen presentations have been 
planned. Speakers by invitation include Drs. Carl J. Graf, 
Buffalo; Donald Johnson, Memphis, Tenn.; Charles H. Field, 
Winston-Salem, N. C.; and Thomas B. Dameron, Raleigh, N. C. 
The annual banquet (dress optional) Friday, 8 p. m., will be 
preceded by cocktails at 6:30. The scientific sessions will end 
about noon Saturday, and at 2 p. m. golf is scheduled at the 
Mountain Brook Club. 


Hall of Fame for Great Americans.—The college of electors of 
the Hall of Fame for Great Americans, New York, will hold its 
12th quinquennial election Oct. 15. Ralph W. Sockman, D.D., 
New York, is director of the national shrine, an open-air colon- 
nade overlooking the Hudson and Harlem river valleys and the 
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New Jersey Palisades. The shrine now has bronze busts and 
tablets of 81 famous Americans. Dr. Sockman announces that 
nominations for the Hall of Fame may be sent to Mrs. Bertha 
Lyons, curator, Hall of Fame, 53 Washington Sq. South, New 
York 12. Candidates for the 1955 ballot must have been Ameri- 
can citizens who died at least 25 years ago. Nominations wij 
close April 1, the electors will make their final choices by Oct. 15, 
and the results of the election will be announced by Nov. 1. 


Tri-State Medical Meeting—The Tri-State Medical Meeting 
will be held Feb. 21-22 at the Hotel Chamberlayne, Old Point 
Comfort, Va. The Monday morning program will deal with 
medical and surgical cardiology. It will open with discussions on 
surgery of the arteries (Dr. William H. Muller, Charlottesville, 
Va.), the heart (Dr. Thomas N. P. Johns, Richmond, Va.), and 
of hypertension (Dr. Keith S. Grimson, Durham, N. C.) and 
will close with “Cardiac Emergencies in General Practice” by 
Dr. James L. Hamner, Mannboro, Va., past president of the 
Medical Society of Virginia. Dr. Dean B. Cole, Richmond, Va., 
will open the Tuesday program with “Diseases of the Lung,” 
and Dr. Charles §S. McCants, Winnsboro, S. C., will close the 
sessions with “Precocious Pregnancy (Age 11 Years).”’ A clinical 
pathological conference will be conducted by Drs. Benjamin M, 
Baker, Baltimore, and Gordon R. Hennigar, Richmond, Va. 


Surgeons Meet in Cleveland.—The sectional meeting of the 
American College of Surgeons will be held Feb. 21-24 at the 
hotels Cleveland and Hollenden in Cleveland. At the opening 
meeting Monday morning, Dr. Alfred Blalock, Baltimore, presi- 
dent, American College of Surgeons, will discuss “Choice of 
Procedures in Cardiovascular Surgery,” and Dr. Robert M. 
Zollinger, Columbus, Ohio, will speak on pancreatitis. Monday 
afternoon a symposium on abdominal emergencies in children 
will be followed by panel discussion concerning vascular diseases 
of the extremities. The Cleveland Surgical Society will be host 
at dinner, 6 p. m., at which Dr. Blalock will outline “Some 
Recent Advances in Surgery.” Subjects of other symposiums 
scheduled for the general meeting include trauma, colonic sur- 
gery, and cancer. Topics for panel discussion include surgery of 
the pancreas and of the spleen. A forum on fundamental surgical 
problems will be held Monday afternoon. Nonoperative clinics 
will be conducted in various hospitals Monday morning, and 
the operative clinics program will be posted during the meeting. 


American Academy of Forensic Sciences.—The seventh annual 
meeting of the American Academy of Forensic Sciences will be 
held at the Biltmore Hotel, Los Angeles, Feb. 17-19 under the 
presidency of Dr. Abraham W. Freireich, Malverne, N. Y. The 
following seminar on natural deaths simulating those due to 
trauma has been scheduled for the meeting of the section on 
forensic pathology Friday, 9 a. m.: 
Trauma and Tumors, Theodore J. Curphey, Hempstead, N. Y. 
Blood Dyscrasias and Liver Disease Simulating Trauma, Geoffrey T. 
Mann, Richmond, Va. 
Heart Disease Simulating Trauma, Gale E. Wilson, Seattle. 
Trauma and Intracranial Tumors with Particular Reference to Gliomas, 
Cyril B. Courville, Los Angeles. 
Intracranial Hemorrhage Simulating Trauma, Russell S. Fisher and 
Richard Lindenberg, Baltimore. 
The general scientific session Friday afternoon will be devoted 
to a symposium on problems of alcohol and intoxication: 
Available Body Materials Which Yield Reliable Results. Discussion of 
Distribution of Absorbed Alcohol in Various Parts of the Body, 
Rolla N. Harger, Ph.D., Indianapolis. 
Interpretation of Analytical Results, Herman A. Heise, Milwaukee. 
Psychiatric and Psychological Effects of Alcoholic Intoxication, Charles 
O. Sturdevant, Los Angeles. 
Legal Problems Involved, Fred E. Inbau, B.S., LL.M., Chicago. 
Ethical Principles Involved, George E. Hall, J.D., Chicago. 
About 45 presentations have been planned for the meeting. The 
annual banquet, which will be preceded by a fellowship hour at 
6 p. m., will have as toastmaster Dr. Frederick D. Newbarr, 
Los Angeles, and as speaker John F. Malone, special agent in 
charge, Federal Bureau of Investigation, Los Angeles, who will 
describe “General Functions of the Federal Bureau of Investi- 
gation.” The eighth annual meeting of the academy will be held 
at the Drake Hotel, Chicago, Feb. 23-25, 1956. 
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Joint Surgical Congress and Graduate Assembly.—The South- 
eastern Surgical Congress and the Atlanta Graduate Medical 
Assembly will meet jointly Feb. 21-24 at the Biltmore Hotel, 
Atlanta, Ga. Dr. J. Duffy Hancock, Louisville, Ky., president 
of the congress, will present “Factors Contributing to the Prog- 
ress of Surgery in the Past Twenty-Five Years,” in observation 
of the silver anniversary celebration of the founding of the 
congress. The program, built around its first program, will have 
as participants several speakers who presented papers on that 
occasion. The sons and sons-in-law of several of the speakers 
at the first assembly will represent their fathers. Dr. Chevalier L. 
Jackson of Philadelphia will present Dr. Chevalier Jackson's 
original subject, “Diagnostic Bronchoscopy.” Dr. George Crile 
Jr, Cleveland, will take his father’s place and will discuss “The 
Kinetic System and Its Control.” Dr. Charles Dowman Jr., 
Atlanta, will present his father’s subject, “Diagnosis and Manage- 
ment of Brain Injuries.” Dr. John A. C. Colston, Baltimore, 
son-in-law of Dr. Hugh Young, will present Dr. Young’s original 
subject, “Differential Diagnosis and Management of the Senile 
Prostate.” Drs. J. Montgomery Deaver, Philadelphia, and Guy 
W. Horsley, Richmond, Va., will take their fathers’ subjects and 
present, respectively, “Diagnosis and Management of Acute 
Abdominal Conditions” and “Diagnosis and Management of 
Peptic Ulcer.” In addition, there will be many other speakers 
who will present subjects of interest to general surgeons, spe- 
cialists, and the general practitioner. The following panels have 
been scheduled: Monday, cancer of the breast; Tuesday, diseases 
of the colon; Wednesday, lung tumors; and Thursday, venous 
thrombosis. 

The Atlanta Graduate Medical Assembly, which will meet 
concurrently, has scheduled the following symposiums: Monday, 
cancer of the lung; Tuesday, arthritis and allied diseases; Wednes- 
day, angina pectoris; and Thursday, obstetrics and gynecology. 


CORRECTION 

Anticoagulant for Tests.—In the query in THE JouRNAL, Jan. 15, 
page 304, under the foregoing title. the phrase “except non- 
protein nitrogen and urea nitrogen” should have been inserted 
after the word “mentioned” in the second line of the answer. 
For blood urea and nonprotein nitrogen determination the con- 
sultant writes that he uses lithium and potassium oxalate. Some 
of the letters received concerning the answer as originally pub- 
lished will appear in subsequent issues of THE JOURNAL. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10, 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 


1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 


1957 Annual Meeting, New York, June 3-7. 


NATIONAL CONFERENCE ON RuRAL HEALTH, Schroeder Hotel, Milwaukee, 
Wis., Feb, 24-26. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 


AERO MEDICAL ASSOCIATION, Hotel Statler, Washington, D. C., March 
20-23. Dr. Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 


AIRLINE MEDICAL EXAMINERS ASSOCIATION, Hotel Statler, Washington, D. C., 
Mar. 19-20. Dr, Seymour Fiske, 150 East 71st St., New York 21, Sec- 
Tetary. 

AMERICAN ACADEMY OF FORENSIC SCIENCES, Biltmore Hotel, Los Angeles, 
Feb. 17-19, Dr. W. J. R. Camp, 1853 West Polk Street, Chicago, Secretary. 

AMERICAN ACADEMY OF GENERAL PRACTICE, Los Angeles, March 28-31. 
Mr. Mac F. Cahal, 406 West 34th St., Kansas City, Mo., Executive 
Secretary, 

AMERICAN ACADEMY OF PEDIATRICS, Spring Session, Sheraton-Cadillac 
Hotel, Detroit, April 4-7. Dr. E. H. Christopherson, 610 Church St., 
Evanston, Ill., Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Philadelphia, April 6-8. Dr. N. L. 

Hoerr, 2109 Adelbert Rd., Cleveland 6, Secretary. 
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AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, The Sham- 
rock, Houston, Texas, April 7-9. Dr. Edward A. Gall, Cincinnati General 
Hospital, Cincinnati 29, Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Hollywood Beach 
Hotel, Hollywood, Fla., Mar. 15-16. Dr. F. Johnson Putney, 1719 
Rittenhouse Square, Philadelphia 3, Secretary. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Hollywood Beach Hotel, Holly- 
wood, Fla., Mar. 13-14. Dr. Harry P. Schenck, 326 South 19th St, 
Philadelphia 3, Secretary. : 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL Society, Holly- 
wood Beach Hotel, Hollywood, Fla., Mar. 15-17. Dr. C. Stewart Nash, 
277 Alexander St., Rochester 7, N. Y., Secretary. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Sherman, Chicago, Feb. 
28-Mar. 2. Dr. Jessie E. Crampton, 1790 Broadway, New York 19, Secre 
tary. 

AMERICAN OTOLOGICAL Society, Hollywood Beach Hotel, Hollywood, Fia., 
Mar. 17-18. Dr. John R. Lindsay, 950 East 59th St., Chicago 37, Secretary. 

ATLANTA GRADUATE MEDICAL ASSEMBLY, Atlanta Biltmore Hotel, Atlanta, 
Ga., Feb. 21-24. Mrs. Stewart R. Roberts, 15 Peachtree Place, N.W., 
Atlanta, Ga., Executive Secretary. 

CENTRAL SuRGICAL Association, Drake Hotel, Chicago, Feb. 17-19. Dr. 
Robert M. Zollinger, University Hospital, Columbus 10, Ohio, Secretary 

CuicaGo MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, Mar. 1-4. Dr. Norris J. Heckel, 86 East Randolph St., Chicago 
1, Secretary. 

CONFERENCE ON MICROCIRCULATORY PHYSIOLOGY AND PATHOLOGY, Benjamin 
Franklin Hotel, Philadelphia, April 5. Dr. George P. Fulton, Boston 
University College of Liberal Arts, 725 Commonwealth Ave., Boston 15, 
Chairman. 

DaLtas SOUTHERN CLINICAL Society, Dallas, Mar. 4-7. Dr. T. Haynes Har- 
vill, 433 Medical Arts Bidg., Dallas 1, Texas, Secretary. 

FLorma MrpicaL Association, Vinoy Park Hotel, St. Petersburg, April 
3-6. Dr. Samuel M. Day, P. O. Box 1018, Jacksonville, Secretary 

INTERNATIONAL ACADEMY OF PROCTOLOGY, Plaza Hotel, New York, March 
23-26. Dr. Alfred J. Cantor, 43-55 Kissena Blivd., Flushing, N. Y., 
Secretary. 

JoHN A. ANDREW CLINICAL Society, Memorial Hospital, Tuskegee Insti- 
tute. Ala., April 3-8. Dr. Eugene H. Dibble Jr., John A. Andrew 
Memorial Hospital, Tuskegee Institute, Alabama, Secretary 

MICHIGAN CLINICAL INSTITUTE, Sheraton-Cadillac Hotel, Detroit, Mar. 9-11. 
Mr. W. J. Burns, 606 Townsend St., Lansing 15, Mich., Executive Director 

Missour! STATE MEDICAL ASSOCIATION, Kansas City, March 27-30. Dr. E. 
R. Bohrer, 634 N. Grand Bivd., St. Louis 3, Secretary. 

NATIONAL GASTROINTESTINAL CANCER CONFERENCE, Hosack Hall, New York 
Academy of Medicine, New York, April 4-5. Dr. Morris K. Barrett, 
National Cancer Institute, Bethesda 14, Maryland, Executive Secretary 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, New York, March 
16-18. Dr. Franklin M. Foote, 1790 Broadway, New York 19, Executive 
Director. 

NEUROSURGICAL SOCIETY OF AMERICA, Del Monte Lodge, Pebble Beach, 
Calif., Mar. 16-19. Dr. Lester A. Mount, 700 West 168th St., New York 
32, Secretary. 

New Or.LeANs GRADUATE MEDICAL ASSEMBLY, Municipal Auditorium, New 
Orleans, Mar. 7-10. Dr. Maurice E. St. Martin, Room 103, 1430 Tulane 
Ave., New Orleans 12, Secretary. 

Post GRADUATE INSTITUTE OF THE PHILADELPHIA COUNTY MEDICAL Society, 
Bellevue-Stratford Hotel, Philadelphia, March 29-April 1. Dr. Leandro M. 
Tocantino, 301 South 21st St., Philadelphia 3, Director. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Kansas, Wichita, March 18. Dr. Walter L. Schafer, 401 North Emporia 
St., Wichita 2, General Chairman. 

NEBRASKA, Omaha, Feb. 26. Dr. J. D. McCarthy, 107 S. 17th St., Omaha, 
Governor. 

SOUTHERN CALIFORNIA, San Diego, Feb. 12-13. Mr. E. R. Loveland, 4200 
Pine St., Philadelphia 4, Executive Secretary. 

VirGoinia, Richmond, Feb. 24. Dr. Charles M. Caravati, 807 W. Franklin 
St., Richmond 20, Governor. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

On10, Cleveland, Cleveland and Hollenden Hotels, Feb. 21-24. Dr. Stanley 
O. Hoerr, 2020 East 93d St., Cleveland, Chairman. 

RHODE ISLAND, Providence, Sheraton-Biltmore Hotel, Mar. 3-5. Dr. Henri 
E. Gauthier, 34 Hamlet Ave., Woonsocket, Chairman. 

TENNESSEE, Nashville, Dinkler-Andrew Jackson Hotel and War Me- 
morial Bldg., April 4-6. Dr. James A. Kirtley Jr., 104 Twentieth Ave, 
North, Nashville, Chairman. 

SOUTHEASTERN ALLERGY ASSOCIATION, Orange Court Hotel, Orlando, Fia., 
March 25-26. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia 1, S. C., 
Secretary. 

SOUTHEASTERN SURGICAL CONGRESS, Atlanta Biltmore Hotel, Atlanta, Ga., 
Feb. 21-24. Dr. Benjamin T. Beasley, 701 Hurt Blidg., Atlanta, Ga., 
Secretary. 

SOUTHERN NEuROSURGICAL Socrety, Dinkler-Tutwiler Hotel, Birmingham, 
Ala., Feb. 18-19. Dr. William F. Meacham, Vanderbilt University Hos- 
pital, Nashville, Tenn., Secretary. 

Tri-STATE MEDICAL ASSOCIATION, Hotel Chamberlain, Old Point Comfort, 
Va., Feb. 21-22. Dr. R. B. Davis, 122 South Greene St., Greensboro, N. C., 
Secretary. 
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s aEss, Sydney, N.S.W., Australia, Aug. 20-27. 
For informauonu wiii.. .~ eral Council of the B.M.A. in Australia, 135 
Macquaire St., Sydney, N.S.W., Australia. 

BritTIsH MEDICAL ASSOCIATION, Representative Meeting, London, England, 
June 1-4. Dr. A. Macrae, B.M.A. House, Tavistock Square, London, 
W.C.1, England, Secretary. 

CANADIAN AND BRITISH MEDICAL ASSOCIATIONS, Joint Meeting, Toronto, 
Canada, Juné 20-22. Dr. Arthur D. Kelly, 244 St. George St., Toronto, 
Canada, General Secretary. 

COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25. Mr. J. H. Harley Williams, Tavistock 
House North, Tavistock Square, London, W.C.1, England, Secretary 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PSYCHOLOGY, Lon- 
don, England, July 18-23. Dr. C. B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St., London, W.1, England, President. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23. For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, England. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncul, Stockholm, Sweden, June 18-19. For information write: Dr. 
J. M. Lemoine, 187 boulevard St. Germain, Paris 7°, France. 

CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8. Mr. James G. L. Jackson, 152 Harley St., London, W.1, England, 
Executive Secretary General. 

CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, General 
Secretary. 

EuROPFAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17. Dr. H. van Swaay, Pieter Bothstraat 12, The Hague, 
Netherlands, Secretary. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29. Mr. P. Arthur Wells, Royal Sanitary Institute, 90 
Buckingham Palace Road, London, S.W.1, England, Secretary. 

HISPANO-PORTUGUESE CONGRESS OF OBSTETRICS AND GYNECOLOGY, Seville, 
Spain, April 13-16. Dr. M. Recasens, Calle Munoz Olive 7, Seville, Spain, 
General Secretary. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, Dr. Eugene P. Pendergrass, 3400 Spruce St., 
Philadelphia 4, Pa., U. S. A., Secretary-General. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary-General. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-12. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 7°, 
France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2—. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6. 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary-General. 
INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31. Professor Hauduroy, 19 rue Cesar Roux, Lausanne, 

Switzerland, Secretary-General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 


INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse, 
55, Freiburg i,Br., Germany, Chairman. 

INTERNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 12- 
17. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Diseases, 
London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 

INTERNATIONAL CONGRESS ON URINARY LiTHIASIS, Evian, France, Sept. 2-4. 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 

INTERNATIONAL CONGRESS OF UroLoGy, Athens, Greece, April 10-18. Dr. 
Z. Kaires, 25, rue Voukourestion, Athens, Greece, Secretary General. 


INTERNATIONAL HosprTaL ConGress, Lucerne, Switzerland, May 30-June 3. 
Capt. J. E. Stone, International Hospital Federation, 10 Old Jewry, Lon- 
don, E.C.2, England, Hon. Secretary. 


INTERNATIONAL MEDICAL CONGRESS, Verona, Italy, Sept. 1-4. For information 
write: % Offices of the International Verona Fair, Piazza Bra., Verona, 
Italy. 

INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23-26. Dr. 
Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secre- 
tary-General. 

INTERNATIONAL SYMPOSIUM ON CARDIOVASCULAR SuRGERY, Henry Ford 
Hospital, Detroit, Michigan, U. S. A., March 17-19. Dr. Conrad R. Lam, 
2799 West Grand Boulevard, Detroit 2, Michigan, U. S. A., Chairman of 
Program Committee. 


J.A.M.A,, Feb. 12, 1955 


INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND OBSTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28. Dr. Jacques Coy. 
tois, 1, rue Racine, Saint-Germain-en-Laye (S & O), France, Secretary. 
General. ; 

INTERNATIONAL UNION OF GYNECOLOGISTS AND OBSTETRICIANS, Paris, France 
June 27-28. For information write: Dr. J. Courtois, 1, rue Racine 
Saint-Germain-en-Laye, France. 

JAPAN MEDICAL CONGRESS, Kyoto University and Kyoto Prefectyr, 
Medical College, Kyoto, Japan, April 1-5. Dr. Mitsuharu Goto, Universi, 
Hospital, Medical Faculty of Kyoto University, Kyoto, Japan, Secretary. 
General. ‘ 

LaTIN AMERICAN CONGRESS OF PHysicaL Mepicine, Lima, Peru, S. A., Feb, 
14-19. Dr. Cassius Lopez de Victoria, 176 East 71st St., New York 2; 
N. Y., U.S.A., Executive Director. 

LATIN AMERICAN ELECTROENCEPHALOGRAPHICAL CONGRESS, Montevideo, Ury. 
guay, S. A., March 21-24, For information write: Dr. R. Arana-iniquez 
Convencion 1287, Montevideo, Uruguay, S. A. 

LATIN AMERICAN NEUROSURGICAL CONGRESS, Montevideo, Uruguay, $4. 
March 21-24. For information write: Dr. R. Arana-Iniquez, Convencioy 
1287, Montevideo, Uruguay, S. A. 

Mippie East MEDICAL ASSEMBLY, Campus of American University o{ 
Beirut, Beirut, Lebanon, April 22-24. Dr. John L. Wilson, American Uni. 
versity of Beirut, Beirut, Lebanon, Chairman. 

NEURORADIOLOGIC SyMPOsIUM, London, England, Sept. 13-17. Dr. R. p 
Hoare, National Hospital, Queen Square, London, W.C.1, England, 
Secretary. 

PAN-AMERICAN ACADEMY OF GENERAL Practice, Lima, Peru, S. A., Feb 
11-25. Dr. Arturo Martinez, 54 East 72nd St., New York 21, N. Y, 
U. S. A., Secretary. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan 
15-22, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile 
Secretary General. 

VENEZUELAN CONGRESS OF MEDICAL ScIENCES, Caracas, Venezuela, S. A. 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este 
Caracas, Venezuela, S. A., Secretary General. 

WorLD CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept 
5-10. For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 

Woritp MEDIcaL AssociaTION, Vienna, Austria, Sept. 20-26. Dr. Louis H 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary- 
General. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BoaRD OF MEDICAL EXAMINERS: Parts I and II in 1955. April 
19-20 (Part II only), June 21-22, Sept. 6-7 (Part I only). Candidates may 
file applications at any time, but the National Board must receive them 
at least six weeks before the date of the examination. New candidates 
should apply by formal registration; registered candidates should notify 
the board by letter and forward their fees. Exec. Sec., Dr. John B 
Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 15. Final date for 
filing applications was Jan. 15. Oral. Colorado Springs, March 27-3! 
New York City, Oct. 23-27. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St 
Hartford 15. 

AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Written. Various 
centers, June 30. Oral. Washington, D. C., Oct. 14-16. To be eligible, 
candidates must complete 36 months of training by October 1. Final datt 
for filing application is March 15. Exec. Sec., Miss Janet Newkirk, 129 E 
52nd St., New York 22. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Philadelphia, May 4-5 
Washington, D. C., May 6-7; Portland, Ore., Sept. 14-16; Chicago 
Nov. 30-Dec. 1. Subspecialties. Gastroenterology. Philadelphia, Apt 
22-23. Cardiovascular Disease. Chicago, Nov. 30. The closing date for 
acceptance of applications for gastroenterology was Feb. 1, and for 
cardiovascular disease the closing date is June 1. Exec. Sec., Dr. William 
A. Werrell, 1 West Main St., Madison 3, Wis. 


AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Fall, 1955. Final date for 
filing applications is May 1. Sec., Dr. Leonard T. Furlow, 600 South 
Kingshighway, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part II, Oral Examina- 
tion. Chicago, May 12-20. Case abstracts of candidates who participated 
in the Part I Examination must reach the office of the board not later 
than February 28. Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, 
Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Practical Examinations. Philadel- 
phia, May 27-30; Chicago, Oct. 9-14. Final date for filing application for 
1955 practical examination was July 1, 1954. Written. January, 1956 
Final date for filing application is July 1. Sec., Dr. Merrill J. King, 5 
Ivie Road, Cape Cottage, Maine. 
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AMERICAN BOARD OF ORTHOPAEDIC SurGeERry: Part I. Various locations, 
April. Final date for filing applications was Nov. 30, 1954. Sec., Dr. 
Harold A. Sofield, 122 South Michigan Ave., Chicago 3. 


4MERICAN BOARD OF OTOLARYNGOLOGY: Richmond, Va., March 6-10. Sec., 
Dr. Dean M. Lierle, University Hospital, lowa City. 


AmeriCAN BOARD OF PATHOLOGY: Written. Houston, April 4-6. Sec., Dr. 
William B. Wartman, 303 E, Chicago Ave., Chicago. 


4merICAN BOARD OF PEDIATRICS: Oral. New Orleans, March 4-6; Detroit, 
April 1-3; New York City, June 10-12; Chicago, Oct. 7-9; and Wash- 
ington, D. C., Dec. 2-4, Admin. Sec., Mrs. John McK. Mitchell, 6 Cush- 
man Road, Rosemont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Philadel- 
phia, June 5-6. The final date for filing applications is March 1. Sec., 
Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago 2. 


AMERICAN BOARD OF Prastic SurGery: Entire Examination. Washington, 
D. C., April 30-May 2. Final date for filing case reports was Jan. 1. 
Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BOARD OF PREVENTIVE MEDICINE: Certification in Public Health. 
Berkeley, New York, Boston, Baltimore, Minneapolis, and New Orleans, 
April 14-15; Kansas City, Mo., Nov. 10-12. Sec.-Treas., Dr. Ernest L. 
Stebbins, 615 N. Wolfe St., Baltimore 5. 


AMERICAN BOARD OF ProcToLoGy: Part I. Philadelphia, May 7. It is possible 
that simultaneous examinations may be held in two other cities depending 
upon the geographic locations of candidates. Part 11. Philadelphia, Sept. 
17. Sec., Dr. Stuart T. Ross, 131 Fulton Ave., Hempstead, N. Y. 


\MERICAN BOARD OF PsYCHIATRY AND NEUROLOGY: New Orleans, Feb. 28- 
March 1; San Francisco, mid-October; New York City, December. Sec., 
Dr. David A. Boyd, 102-110 Second Ave. S.W., Rochester, Minn. 


AMERICAN BOaRD OF RaploLoGcy: Chicago, week of May 22; week of 
Dec. 4. Final date for filing applications for the spring examination was 
Dec. 1, 1954. Candidates who will complete the required three years’ 
training by June 30 will be eligible to appear for examination in May, and 
those candidates who will complete their training by Dec. 31 will be 
eligible to appear for examination in the fall. Sec., Dr. B. R. Kirklin, 429 
First National Bank Bidg., Rochester, Minn. 


\MERICAN BOARD OF SuRGERY: Part I. March 30. Part II. Baltimore, Feb. 
14-15; Cincinnati, March 14-15; San Francisco, April 18-19; Boston, 
May 16-17; Philadelphia, June 13-14. Sec., Dr. John B. Flick, 255 S. 
Fifteenth St., Philadelphia 2. 

THe BoarD OF THORACIC SURGERY: Written. Feb. 25. Final date for filing 
applications was Jan. 1. Sec., Dr. Wm. M. Tuttle, 1151 Taylor Ave., 
Detroit 2. 





MAGAZINE-TELEVISION REPORT 








The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JourNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 


Sunday, Feb. 13 
CBS-TV, 4:30 p. m. EST. “Search” covers Dr. Thomas 
Cureton’s work at Physical Fitness Research Center, Uni- 
versity of Illinois. 
CBS-TV, 6:30 p. m. EST. “You Are There” reenacts his- 
toric work of Dr. Ignaz P. Semmelweiss, pioneer of anti- 
sepsis in obstetrics. 


ABC-TV, 9:15 p. m. EST. Ciba’s “Horizons.” 


Monday, Feb. 14 
NBC-TV, 9 p. m. EST. “Medic” presents “Flash of Dark- 
ness,” a report on treatment of H-bomb casualties. 


MAGAZINES 


Town Journal, February, 1955 
“What They Do Know About Colds,” by Howard LaFay 


Research, such as that conducted at Western Reserve Uni- 
versity, at the National Institutes of Health, and in England, 
is answering some questions. Among remedies, “current 
favorites are such diverse ‘cures’ as icy baths, sunlamps, 
laxatives, spinal adjustments, quinine, antibiotics, antihista- 
mines and the wearing of long underwear. All have one 
thing in common: they are completely useless.” 
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Redbook, February, 1955 


“How Good Are Those ‘Wonder’ Foods?” by Morton Son- 
theimer 


The author issues a warning against food faddists and self- 
styled “health experts.” His recommendation: “If you're 
looking for something to make you feel better or maintain 
your good health, a visit to your doctor will probably be 
cheaper in the long run than buying products you know 
nothing about.” 


“What to Do If the Baby Comes Before the Doctor,” by 

Michael Newton, M.D., and Niles Newton, Ph.D. 
Accompanying a separate semihumorous article on babies 
born before the mother reached the hospital (in cars, air- 
planes, and department store basements) is a list of instruc- 
tions to mothers and husbands on how to aid the delivery 
of a baby in an emergency. 


“New Hope for Virus Sufferers,” by Alton L. Blakeslee 


A question and answer discussion of viruses and what is 
being done to combat them. 


Cosmopolitan, February, 1955 


“How to Live with a Balky Liver,” by Lawrence Galton 
Infectious hepatitis strikes suddenly and hard. “Although no 
cure has been found, recent developments promise to take 
some of the sting out of the disease. . . . An adrenal- 
cortex extract has increased strength, appetite, and weight. 
. . . Ascorbic acid may be of value, according to a report 
from a Swiss medical clinic . . . in a number of experi- 
ments, gamma globulin has proved effective in immunizing 
against it.” 

“What's Your Emotional Breaking Point?” by Donald G. 

Cooley 
In answer to the question “what can be done about today’s 
widely prevalent ‘nervous’ troubles,” the author recom- 
mends a change in living habits. Among those he lists as 
suggested by psychiatrists are: “Don’t try to be too per 
fect,” “Avoid unnecessary pressures,” “Snap out of your 
boredom,” and “Get plenty of sleep and rest.” 


“The Amazing Dr. Cureton and His Miraculous Health 

Formula,” by Andrew Hecht 
Dr. Thomas K. Cureton, head of the Physical Fitness Re- 
search Laboratory, University of Illinois, has concluded 
after more than 30 years of study that physical deteriora- 
tion is “primarily the result of poor blood circulation. .. . 
[He] believes, on the basis of his findings, that the antidote 
for poor circulation and its accompanying effects is a sys- 
tematic physical-training program and sufficient, whole 
some, active recreation.” 


The American Magazine, February, 1955 


“What Are You Afraid Of?” by George S. Stevenson, M.D. 
The medical director of the National Association for Men- 
tal Health discusses the effects of fears on emotions and 
suggests eight ways to master them. 


Look, Feb. 22, 1955 


“Medical Electronics,” by Roland H. Berg 
Pictures and brief descriptions of new electronic machines 
used by doctors for diagnosing and treating. “Newest of 
the devices” is the electronic TV fluoroscope, which inten- 
sifies the fluoroscopic image 1,000 to 100,000 times, with- 
out a harmful increase in x-ray exposure. 


Lifetime Living, February, 1955 


“What You Should Know About Parkinson's Disease,” by 

Donald G. Cooley 
The author describes the disease, gives specific details on 
drugs used in management, and concludes: “Drugs, physio- 
therapy and psychotherapy today comprise the three- 
pronged attack on Parkinson’s disease. It can be highly effec- 
tive, especially if begun while symptoms are mild, faithfully 
adhered to.” 









. 
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DEATHS 


Price, Carroll Porteous ® Colonel, U. S. Army, retired, Harrods- 
burg, Ky.; born in Harrodsburg March 22, 1880; Medical 
College of Ohio, Cincinnati, 1903; entered the regular Army in 
1920; served during World War I, receiving four Battle Stars; 
decorated for gallantry in action; received two Oak Leaf Clusters, 
the Silver Star, and other medals; decorated by the French 
government with the Croix de Guerre; served during World 
War II; retired from active duty for physical disability March 31, 
1944; died in James B. Haggin Memorial Hospital Dec. 12, aged 
74, of emphysema with pulmonary fibrosis and cardiac failure. 
Goldberg, Samuel @ Philadelphia; born in New York in 1889; 
Medico-Chirurgical College of Philadelphia, 1912; specialist 
certified by the American Board of Pediatrics; formerly clinical 
professor of pediatrics at Temple University School of Medicine; 
member of the American Academy of Pediatrics; fellow of the 
American College of Physicians; served as president, vice- 
president, and director of the Philadelphia Pediatric Society; on 
the staffs of the Jewish and Temple University hospitals; con- 
sultant in pediatrics, Willow Crest Convalescent Home in Willow 
Grove; died Nov. 26, aged 65, of myocardial infarction. 


Jopson, John Howard, Rutherfordton, N. C.; born in Philadelphia 
Dec. 28, 1871; University of Pennsylvania Department of 
Medicine, Philadelphia, 1893; emeritus professor of surgery at 
the Medico-Chirurgical College, Graduate School of Medicine, 
University of Pennsylvania, Philadelphia; formerly on the faculty 
of his alma mater; member of the American Surgical Association 
and the Society of Clinical Surgery; fellow of the American 
College of Surgeons; served on the staffs of the Presbyterian and 
Children’s hospitals in Philadelphia; died Dec. 4, aged 82, of 
uremia. 


Billingsley, Arthur William, England, Ark. (licensed in Arkansas 
in 1908); died in Little Rock Dec. 9, aged 72. 


Butler, Thomas James @ Bethlehem, Pa.; University of Virginia 
Department of Medicine, Charlottesville, 1906; first health 
officer; in 1938 president of the Northampton County Medical 
Society; on the staff of St. Luke’s Hospital, where he died Nov. 
16, aged 70, of cerebral hemorrhage. 


Canter, Joseph Marvin © San Antonio, Texas; Eclectic Medical 
College, Cincinnati, 1927; served during World War II; died 
Dec. 17, aged 52, of coronary thrombosis. 


Crew, Eli Rich, Fort Lauderdale, Fla.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1903; Illinois Medical College, Chicago, 1903; past 
president of the Ohio Hospital Association; member of the 
American Hospital Association; for many years superintendent 
of the Miami Valley Hospital in Dayton, Ohio; died Dec. 24, 
aged 79, of cerebral thrombosis, arteriosclerosis, and diabetes 
mellitus. 


Dimmette, James Arthur © Gastonia, N. C.; Kentucky Univer- 
sity Medical Department, Louisville, 1905; on the staff of the 
Gaston Memorial Hospital; died Nov. 20, aged 72, of coronary 
thrombosis. 


Dolman, Ernest Nesbitt ® Detroit; Detroit College of Medicine, 
1910; on the staff of the Grace Hospital and city physician’s 
office; did some work for the Detroit United Railway; died in 
the Deaconess Hospital Oct. 15, aged 71, of gastric cancer. 


Gager, Walter Frederick © Rhinelander, Wis.; University of 
Wisconsin Medical School, Madison, 1934; died Nov. 16, 
aged 60. 


Gitlin, Julius Robert © Detroit; Detroit College of Medicine and 
Surgery, 1926; past president of the North Detroit General 
Hospital; died Nov. 10, aged 54, of acute myocardial infarction. 


Guntermann, Peter © Louisville, Ky.; University of Louisville 
(Ky.) Medical Department, 1914; died Nov. 22, aged 72, of 
cerebral hemorrhage. 





@ Indicates Member of the American Medical Association. 


Hammerschlag, Fred Gustav, Valley Stream, N. Y.; Universitit 
Heidelberg Medizinische Fakultét, Baden, Germany, 1924: on 
the staff of the Brunswick General Hospital in Amityville; died 
Oct. 24, aged 56, of coronary occlusion. 


Hyatt, Herbert Walbridge, Boise, Idaho; University of Oregon 
Medical School, Portland, 1925; specialist certified by the 
American Board of Psychiatry and Neurology; member of the 
American Psychiatric Association; psychiatrist for the regional 
office of the Veterans Administration; served during World War 
I; died Nov. 10, aged 59. 


Janes, Olen Yandell © Cooper, Texas (licensed in Texas, under 
the Act of 1907); also a registered pharmacist; established the 
Janes Hospital; died Oct. 7, aged 72, of cerebral hemorrhage. 


Kincheloe, Allen Lindsey, Owensboro, Ky.; University of Louis- 
ville Medical Department, 1911; served on the Daviess County 
Health Board and Daviess County Board of Education; for 
many years on the staff of the Owensboro-Daviess County 
Hospital, where he died Oct. 19, aged 66. 


Lamb, James Garfield © Cerro Gordo, Ill.; College of Physicians 
and Surgeons of Chicago, 1903; on the staffs of the John and 
Mary E. Kirby Hospital in Monticello and Decatur and Macon 
County Hospital in Decatur; died Dec. 8, aged 76, probably of 
coronary thrombosis during an asthmatic attack. 


Martin, Robert Lewis, Simpsonville, S. C.; Medical College of 
the State of South Carolina, Charleston, 1926; died in Green- 
ville Nov. 19, aged 52, of injuries received in an automobile 
accident. 

Newman, Chadwick Connell, Wausau, Wis.; University of 
Wisconsin Medical School, Madison, 1952; served overseas 
during World War II; on the staff of Stahmer Clinic; died 
Nov. 18, aged 28, in an automobile accident. 


O’Hara, James Francis, Canton, Ohio; Georgetown University 
School of Medicine, Washington, D. C., 1906; died Dec. 1, 
aged 78, of uremia, chronic nephritis, and chronic myocarditis. 


Patiky, Joseph George ® Huntington Station, N. Y.; University 
and Bellevue Hospital Medical College, New York, 1916; died 
Sept. 12, aged 61, of acute coronary occlusion. 


Simon, Arthur Leslie ® Lawrence, Mass.; Tufts College Medical 
School, Boston, 1905; on the staff of the Lawrence General 
Hospital; died Nov. 23, aged 73. 


Skemp, Archibald Ambrose © La Crosse, Wis.; Washington 
University School of Medicine, St. Louis, 1917; on the staff of 
St. Francis Hospital, where he died Nov. 13, aged 60, of 
coronary heart disease. 


Smith, Millard Ferdinand Joseph ® Trinidad, Colo.; University 
of Minnesota Medical School, Minneapolis, 1917; on the staff 
of the San Raphael Hospital; died Oct. 20, aged 64, of coronary 
thrombosis. 


Welton, Carroll B., Chicago; Chicago Homeopathic Medical 
College, 1899; specialist certified by the American Board of 
Ophthalmology; died in Wesley Memorial Hospital Dec. 8, 
aged 78, of cancer. 


Wright, Leonard McKnight, Long Beach, Calif.; Marion-Sims 
College of Medicine, St. Louis, 1901; on the staffs of the St. 
Mary’s and Community hospitals and the Seaside Hospital, 
where he died Nov. 21, aged 79, of coronary sclerosis. 
Xaphes, Chrysaphes John ® Biddeford, Maine; University of 
Vermont College of Medicine, Burlington, 1923; on the staffs 
of the Webber and Notre Dame hospitals; died Dec. 9, aged 62, 
of acute coronary thrombosis and hypertension. 


Yampolsky, Rebecca Miriam, Chicago; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1906; died in Los Angeles Oct. 24, aged 72, of 
coronary heart disease. 
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FOREIGN LETTERS 


BRAZIL 


Government-Employed Physicians on Strike.—On Dec. 3, 1954, 
veral physicians in Rio de Janeiro went on strike in order to 
obtain increased salaries for the government-employed physi- 
cians. The action had its beginning in 1950 when a group of 
ecovernment-employed physicians requested an increase in salary 
from the Chamber of Deputies. This request was incorporated 
in what became known as the Doctors’ Bill. The bill has traveled 
through various legislative stages. During Vargas’ presidency it 
was popular and in the successive amendments was broadened 
19 include such professional classes as engineers, lawyers, dentists, 
sgriculturists, economists, pharmacists, nurses, chemists, and 
surveyors. As a result of this generalization the bill lost popu- 
larity, and several deputies intentionally excluded it from the list 
and delayed action on it for three years. The interested physicians 
finally forced the approval of the bill in the Congress in October, 
1954. The Senate approved it in November, but the President 
vetoed it because enormous increases in annual expenses had 
already created a deficit and the inflationary spiral had aggra- 
vated the financial difficulties of the country. 

A group of physicians, who may have been influenced by 
agitators interested in putting the government in an unfavorable 
light, protested against the presidential veto. They requested an 
interview with the President, but, instead of waiting for appointed 
time, about 200 of them met on Nov. 14 in front of the “Palacio 
do Catete” and tried to force the President to lift the veto. On 
Nov. 17 the medical delegates of the states and the federal 
district requested Congress to pass the bill over the presidential 
veto, although such an act would weaken the President’s ad- 
ministration. 

Various medical societies have been disturbed by the problems 
arising from the partial socialization of medicine in Brazil. Al- 
though the most representative societies have maintained a con- 
servative attitude, the Medical Association of the Federal 
District held a meeting on Nov. 14 and decided to go on strike. 
The President and the Minister of Work announced that the 
strike would be both illegal and futile. The various medical 
societies condemned the decision to strike, but the government- 
employed physicians of the Federal District went on strike on 
Dec. 3. Their only support was from the Medical Societies of 
Baia and Ceara. The dentists and pharmacists in the Federal 
District also went on strike, but the engineers and lawyers did 
not join them. On Dec. 4 the President broadcasted a speech to 
the physicians further explaining his reasons for vetoing the bill. 
He was calm but incisive and declared that under pressure of a 
strike the government could not consider the requests of the 
claimants. He announced that the government would use its 
power to maintain organized services and would punish those 
responsible for the strike. On Dec. 7 the board of directors of 
the Medical Association of the Federal District met and decided 
that the strike should end immediately and that another solution 
should be sought for the problem of their low salaries. On 
Dec. 9 the Chamber of Deputies confirmed the presidential veto. 


ENGLAND 


Dangers of Sparks from Dental Extractions.—Dr. J. A. Bourne 
of St. Thomas’ Hospital, London, and Dr. H. J. V. Morton of 
Hillingdon Hospital, Uxbridge, have shown that when forceps 
iracture the enamel of a tooth during extraction, or when they 
break a tooth, sparks are often thrown off (Lancet 1:20, 1955). 
This increases the hazard of explosion if the extraction is per- 
formed under anesthesia with an inflammable gas or vapor. It is 
ot surprising that sparks can be generated when forceps slip 
Over the surface of dental enamel, as this substance is almost 
4a hard as flint. Bourne and Thomas obtained sparks by the 
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application of dental forceps, made of either stainless or plated 
Steel, to the crowns of extracted teeth, whether deciduous or 
permanent; whether molar, premolar, canine, or incisor; whether 
healthy or carious; whether filled or unfilled; and whether wet 
or dry. The best display of sparks occurred when fine root forceps 
were strongly applied to the crowns of healthy molar teeth and 
then were made to fracture the enamel. They also found that 
sparks were produced more readily in an atmosphere containing 
a high percentage of oxygen. It was possible to ignite cyclopro- 
pane with these sparks from teeth if the oxygen concentration 
was above 25% to 30%. Ether and divinyl! ether were also readily 
ignited. As the oxygen concentration in the exhalations of 
patients under anesthesia with 50% cyclopropane and 50% 
oxygen decreases to 25% only after a few breaths of air are taken, 
the risk of explosion during dental extraction under these condi- 
tions is real. The risk is greatest just after the anesthetic mask 
is removed and the patient takes a few breaths of air. Bourne 
and Morton suggest that the risk can be eliminated by adminis 
tering cyclopropane not with oxygen alone but with a mixture 
of oxygen and nitrogen in equal parts. With this mixture anes 
thesia was clinically indistinguishable from that which was 
obtained when cyclopropane was used with 50% oxygen alone. 


Unusual Cause of Lead Poisoning.—In December, the health 
officer for Rotherham was informed that twin boys 34% years of 
age had been admitted to the Children’s Hospital, Sheffield, 
suffering from what was thought to be lead poisoning. A young 
brother had died in Rotherham General Hospital five days 
earlier from what had been diagnosed as status epilepticus due 
to idiopathic epilepsy. After a discussion with the family physi- 
cian, arrangements were made by the local authority for a 
general inspection of the area where the children lived. It was 
then found that old automobile battery cases were being used 
as fuel in some of the homes. A dealer in scrap, after removing 
the lead from old batteries, had sold or given away the cases to 
persons in the neighborhood. On visiting the home where the 
three children had lived, the health officer found that old battery 
cases had been burned as fuel in the house. The grandmother 
of the children was anemic and constipated and complained of 
a metallic taste in her mouth, and the father had a blue line on 
his gums. The whole family had evidently been inhaling fumes 
containing lead from the products of combustion of the old 
battery cases. An announcement was made over the radio and 
a warning was printed in the papers advising residents not to 
burn any battery cases, and the source of supply was stopped. 
It was then found that a S-year-old child living in the area had 
died some weeks earlier, the cause of death being given as 
cholemia and infectious hepatitis. Two brothers of this child 
were found to be suffering from lead poisoning. In view of the 
danger of lead encephalopathy, which has a more serious effect 
on children than on adults, arrangements were made for a blood 
examination to be made of all children exposed to the risk of 
lead poisoning from the fumes of burned batteries. About 127 
children and 123 adults were known to have been exposed. All 
general practitioners in the district were asked to look for signs 
of lead poisoning in their patients. A special collection was 
organized to dispose of the ashes of the burned batteries, and, 
in all, over 3 tons of cases and ashes were collected and removed. 
Lead may have been absorbed by these patients through an 
inhalation of fumes from the burning cases, by ingestion of food 
contaminated by dust from the fumes, and by handling foods 
with unwashed hands. A less likely mode of absorption would 
be through the skin. 


Prospects of Medical Students.—The dean of Postgraduate Medi- 
cal Studies at Manchester University said that at present there 
is one physician to 900 people in Great Britain. In the United 
States and Russia there are fewer patients per physician. Many 
general practitioners and consultants are overworked, but this 
is explained by the freedom of the patient to consult the physi- 
cian of his choice. Economic factors will probably fix the medi- 
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cal establishment at its present level for many years, and, how- 
ever desirable an unlimited number of nurses and physicians 
might be, any increase in medical personnel would not be 
justified. During the first four years of the National Health 
Service, 1,000 additional specialist appointments were made. In 
the last year there was an increase of 839 general practitioners, 
and the maximum number of patients a general practitioner 
could have on his list was reduced from 5,000 to 3,500. The 
average is one physician to 2,300 patients. If the number of 
general practitioners were doubled, there would be a danger 
that a limit might be imposed on the total sum available from 
the Treasury, with a consequent lowering of physicians’ incomes. 
The remuneration fixed for physicians was based on the number 
in the National Health Service at the time. The average yearly 
addition of physicians to the Medical Register in the last 10 
years was 2,048. Allowing for normal wastage, there is an 
excess of registrations over requirements running into several 
hundreds a year. In 1959, if the medical schools continue their 
present intake, the cumulative excess might be 5,000 to 6,000 
physicians. In the specialist field the prospects are even more 
hazardous than in general practice. 


Brucellosis a Hazard in Blood Transfusion.—Since the intro- 
duction of low-temperature banks for the storage of blood, 
transmission of disease by transfusion has become negligible; 
only syphilis, malaria, infectious hepatitis, and some virus 
diseases have been considered as possibilities. Dr. Eileen Wood 
(Brit. M. J. 1:27, 1955) has now shown that brucellosis can be 
transmitted by a blood donor. She describes the case of a 53- 
year-old woman who was a regular blood donor and who gave 
blood while suffering from brucellosis, diagnosed subsequent 
to the blood donation. A follow-up of the recipient, who lived a 
“transfusion life,” as he had a complete aplasia of the erythro- 
cytes, revealed that 13 weeks after a transfusion symptoms of 
brucellosis developed, and results of a serum agglutination test 
were positive for Brucella abortus at a titer of 1:2,560. This is 
the first case of brucellosis transmitted by blood transfusion 
reported in Great Britain. Its occurrence illustrates the impor- 
tance of questioning prospective blood donors about their health 
and rejecting those who might be in the incubation stage of an 
infectious disease. The insidious onset of symptoms in brucellosis 
and the delay that may occur in the development of the antibody 
response may result in the accidental transmission of the disease 
by blood transfusion without it being recognized. 


FINLAND 


Infant Mortality During and After the War.—dAccording to 
Tahka and Hallman (Nord. med. 46:1582, 1954), in the prewar 
years Finland’s infant mortality rate was fairly steady (6.78 to 
6.89 per 100 live births). During the war it increased, reaching 
a peak of 8.83% in 1940. This is attributable primarily to the 
war and its resulting large-scale movements of the population. 
From 1941 to 1944 the infant mortality generally remained at 
the prewar level, and in the relatively peaceful year 1943 it fell 
below 5% for the first time. Postwar infant mortality dropped 
to 3.18% in 1952. The rate during the war was highest in the 
frontier districts whose inhabitants had to be evacuated several 
times. This was particularly evident in the district of Lapland, 
where the mortality rate exceeded 13% in 1944-1945, Since the 
war the interregional differences have diminished, and in 1952 
the maximum mortality in Lapland was only 4.16%. Mortality 
differences between urban and rural districts have also decreased. 
The greatest decrease in mortality was in infants over one 
month of age. First day mortality has kept at a fairly steady 
0.6%, and first week mortality was about 1.5%. First month 
mortality, on the other hand, has decreased slightly: 2.65% in 
1944 and 1.85% in 1952. The number of stillbirths has con- 
tinued fairly steady at about 2%. 


Of the various causes of death, infections have decreased most 
markedly, especially in the last two years. Diarrheal diseases 
accounted for about 20% of the infant mortality in 1947 and 
for about 7% in 1952. A less striking decrease has also been 
noted in the premature infant mortality rate. The following 
factors are probably mainly responsible for the rapid decrease 
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in infant mortality since the war: stabilization of the Population, 
the development of an infant welfare program, and social im- 
provements such as child allowance payments, visiting nurses’ 
activities, and the more effective care of illegitimate children. 
Nearly 80% of all infants attended infant welfare clinics in 
1952. Plenty of new beds for children have been made available 
in hospitals in different parts of the country. Chemotherapeutic 
and antibiotic agents have also played a significant part. 


Students’ Health Service.—In 1946 a health service was estab- 
lished for students of all institutes of higher learning situated in 
Helsinki. A féw years later, the city of Turku followed this 
example, and early in 1955 Jyvaskyla will have a similar service. 
This service was established by students themselves. It was 
managed by students until spring, 1954, when a special founda- 
tion was established for the purpose, in which the students, the 
universities, and the state are represented. The activities of the 
health service consist of obligatory examinations for tuber- 
culosis, an outpatient clinic open on all week days during the 
school term, home calls, dispensary beds adjoining the clinic, 
and educational health promotion among students. The service 
covers the cost of hospitalization for students taken ill during 
the term. The examinations for tuberculosis consist of a minia- 
ture roentgenogram of the chest taken during the first, fourth, 
and eighth terms of study; a tuberculin test; and a BCG vaccina- 
tion if indicated. Roentgenographic examinations are also offered 
cn a voluntary basis once a week. The staff of the outpatient 
clinic includes one or more qualified internists, ophthalmologists, 
otorhinologists, gynecologists, radiclogists, psychiatrists, derma- 
tologists, and phthisiologists. The clinic includes an x-ray depart- 
ment and a clinical laboratory. About one in every four students 
makes use of the facilities of the clinic twice a year on the 
average. Home calls by the nurse and the medical officer have 
become an important part of the program. For such calls the 
students pay a fee amounting to about one-third of the normal 
fee. Hospital and dispensary costs are paid by the health service 
for students taken ill during the term of study for periods up to 
three months. To be eligible for these benefits the students pay 
about one dollar for each term. The educational activities include 
such features as lectures, newspaper articles, and pamphlets. The 
service plans to extend its activities to include care for mental 
and dental health. Another important problem calling for prompt 
measures by the service is the establishment of low-cost restau- 
rants for students. 


Families of Physicians——Markkanen and Mahénen reported 
(Duodecim 70:854, 1954) that there were 2,170 qualified physi- 
cians in Finland on Dec. 31, 1951. Of these, 1,709 (78.8%) were 
men and 461 (21.2%) were women. About 90% of the men and 
60% of the women were married. The average age at marriage 
was 28.8 years for the men and 27 years for the women. Of the 
men 60.5% had chosen their wives from the medical or hospital 
personnel; about one-third had married nurses. Among the 
husbands of the female physicians, the medical profession 
formed the largest group (about 49%). The number of children 
averaged 2.17 for all married physicians. The corresponding 
a¥erage for married clergymen is 3.27. Adopted children in 
physicians’ families form about 1% of the total number of 
children. Of the male physicians, about 10% had married twice 
and over 0.5% three times. The number of female physicians 
who had married more than once was negligible. 


GERMANY 


Testosterone Therapy for Nephrosis—At a meeting of the 
Munich Medical Society in June, Prof. Hans Sarre of the 
Medizinische Universitatspoliklinik of Freiburg stated that ex- 
perimental work indicated that Masugi’s nephritis and mild 
chronic forms of renal intoxication, such as mercuric chloride 
and uranylacetate nephrosis, resulted in identical changes in 
tubular and glomerular function. Professor Sarre decided to 
treat nephrosis by means proved effective in patients with acute 
toxic renal insufficiency. He first treated rabbits suffering from 
Masugi’s nephritis with testosterone. Their albuminuria was !¢- 
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duced; the tubular lesions improved markedly. Estradiol proved 
even more effective than testosterone. In previous clinical trials 
of the therapy in two men with chronic nephritis associated 
with massive albuminuria and two others with generalized 
amyloidosis due to chronic cavernous tuberculosis and chronic 
osteomyelitis, respectively, the serum albumin increased and the 
urinary albumin decreased. Professor Sarre believes that testos- 
terone and estradiol are valuable adjuncts to treatment in pa- 
tients with nephrosis and nephritis with a nephrotic tendency. 
He gives 250 mg. of testosterone propionate the first day, then 
100 mg. a week for 12 weeks: 


Conclusion of the Behring-Ehrlich Year, 1954.—During the 
transfer of the rectorship in the academic assembly room of the 
Philipps-University in Marburg, the departing rector, Professor 
Walcher, pointed out that Behring’s work represented a capital 
of confidence that the world at large has in German science and 
research. The participation in the centennial of the scientific 
world was demonstrated not only in the attendance at the 
German celebrations, but also in celebrations held in the United 
States, Japan, Turkey, and Argentina. Five great medical con- 
ventions held in Germany in 1954 commemorated Ehrlich as 
well as Behring. It was proposed that the Behring memorial 
exhibit be preserved and incorporated in a permanent Behring 
memorial. 


HOLLAND 


Industrial Eye Injuries—The Dutch society for prevention of 
blindness, in connection with the National Insurance Bank, the 
medical inspection of labor, and the ophthalmologists, held a 
combined meeting at which Dr. Wester reported that 350,000 
industrial accidents occurred in 1950, and of these. 70,000 in- 
volved the eyes. Of the patients so injured, 390 lost more than 
six weeks from work. Two years later 170 of these persons were 
found to be permanently disabled; 106 had lost either an eye 
or a lens, and in 64 vision was seriously disturbed. In 190 pa- 
tients there was a perforation of the eyeball; 151 of these were 
caused by foreign bodies, 16 of which were nonmetallic. The 
rest were due to ulceration. Mining and metal industries were 
the main sources of accidents. Prof. H. M. Dekking emphasized 
the advantages of early treatment. The task of the general prac- 
titioner can be very important in this matter, and further in- 
struction of general practitioners concerning the use of sulfona- 
mides or antibiotics in serious cases is desirable. Dr. Bezemer, 
medica! adviser of the labor inspection, said that the necessary 
goggles and other protective aids are available to the workers 
but that they are not sufficiently used. In most cases the use of 
simple goggles with nonsplintering lenses and a strong frame 
would be sufficient to prevent injury. In order to induce the 
workers to wear these goggles regularly, psychological and edu- 
cational measures are needed. 


Cultivation of Cowpox Virus.—At a meeting of the Veterinary 
Society, Dr. H. S. Frenkel said that in order to avoid the dis- 
advantages of the currently used methods of vaccine production 
on the calf he had tried cultivating the virus in vitro using 
methods similar to those used to cultivate the virus of aphthous 
stomatitis. Because the ordinary cowpox virus has undergone 
many passages and may therefore be a carrier of unknown 
admixtures, he started with a fresh pustule. The culture medium 
consisted of strips of fetal calf skin in a synthetic fluid that had 
proved suitable in the aphthous stomatitis virus cultivation. The 
amniotic fluid also gave good results. Sterility of the culture 
medium if not perfect in the beginning can be easily obtained 
with sulfonamide or antibiotics. More than 30 passages have 
been made already, and the inoculations on human volunteers 
were positive in nearly 100% in dilutions of from 10-* to 10-7. 
The virus can be used directly, as ripening is not necessary. It 
can be dried with preservation of full virulence and dissolves 
without leaving a residue. Apart from the advantages of sterility 
and of the absence of admixtures, it is possible that this method 
~ throw more light on the problem of postvaccinial encepha- 
itis, 


FOREIGN LETTERS 611 


SPAIN 


Meeting of Pediatricians——The eleventh Congress of the 
Spanish Society of Pediatricians was held in La Toja in Septem- 
ber. Dr. M. M. Maliner of New York presented an exhibit 
entitled “Circulation in Congenital Cardiopathies.” Dr. Galdo 
of Granada presented a paper in which he said that hepato- 
megaly in children is a common symptom of all diseases 
that affect the function or structure of the liver. Hepatomegaly 
is not equivalent to palpable liver, as the organ is normally 
palpable in children. Needle biopsy of the liver is indispensable 
for the exact diagnosis of the liver damage in most cases of 
hepatomegaly in children. The tests of liver function are of 
limited clinical value. Hepatic cirrhoses in children are entirely 
different from those of adults. Treatment of hepatomegaly in 
children is based on clinical, causal, physiological, and histo- 
logical diagnoses of major changes in the liver. 

Dr. Ballabriga of Barcelona reviewed the connatal encepha- 
lopathies and pointed out the causal role of anoxia and the 
importance of intracranial hemorrhages and of birth injuries. 
He stressed the need for early diagnosis. Dr. J. Moragas of 
Barcelona emphasized the differences between oligophrenia as 
an entity and oligophrenia as a symptom. He classified enceph- 
alopathies, according to their psychological features, as en- 
cephalopathy (1) with severe oligophrenia, (2) with moderate 
or mild oligophrenia and with disorders of speech due to 
diminished need of expression and to changes of the speech 
organs, (3) without oligophrenia but with a retarded ability 
to learn, (4) with disorders of affectivity and will related to a 
functional and anatomic condition of the neopallium and of 
the internal relationships of the brain, (5) with psychopathy 
aggravated by the encephalopathy, and (6) without psychic dis- 
orders. Therapy should aim to modify environment, understand 
personality, and strengthen self-confidence. 


TURKEY 


Large Vesical Calculus.—In Dirim (vol. 29, no. 10) Dr. B. 
Konuray, of the Trabzon General Hospital, and Dr. T. Giirdil 
described the case of a 14-year-old boy who was admitted to 
the hospital because of intermittent retention of urine of 25 days’ 
duration. Attempts at catheterization with a no. 14 Nelaton 
catheter failed. A metal catheter indicated resistance caused by a 
hard object obstructing the internal urethral orifice, but upward 
massage permitted the catheter to enter and drain the bladder, 
after which a large hard mass was palpable at the level of the 
pubis. A roentgenogram showed a bladder calculus the size of a 
large orange. Cystoscopy and lithotrity could not be performed. 
The urine sediment contained many phosphate crystals, 50 to 60 
leukocytes, and 15 to 20 epithelial cells per cubic millimeter. 
With the patient under local anesthesia a lithotomy was per- 
formed, the bladder was irrigated with isotonic sodium chloride 
solution, and a Pezzar catheter was introduced. The patient 
made a prompt recovery. The calculus weighed 175 gm. Adhesion 
of the calculus to the back of the bladder wall had left it sus- 
pended, and as it grew its tip came to rest on the internal urethral 
orifice, with resultant retention of urine. 


Spontaneous Uterine Rupture.—In Dirim (vol. 29, no. 10) Prof. 
Halit Kamgézen of the Giilhane Military Medical Academy 
Hospital and his associates reported a spontaneous incomplete 
uterine rupture in a multipara. The 31-year-old patient whose 
third delivery was by cesarean section because of placenta 
praevia lateralis was readmitted to the hospital 15 months later. 
She was in the ninth month of her fourth pregnancy and had had 
intermittent painless faint hemorrhages during the previous 
month. Erythrocytes were 3,600,000 per cubic millimeter, leuko- 
cytes were 8,600 per cubic millimeter, hemoglobin level 70%, 
and sedimentation rate 20 mm. per hour. The fetus was in trans- 
verse dorsoanterior position. Six hours after admission slight 
uterine contractions began and soon developed into active labor. 
Faint cardiac sounds of the fetus and its position indicated a sec- 
ond cesarean section. Incision of the abdomen revealed a spon- 
taneous incomplete uterine rupture at the site of the cesarean 
scar. The patient lost much blood and was given 1,000 cc. of 
blood intravenously. She made an uneventful recovery. 
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DANGERS FOR BOXERS 


To the Editor:—In commenting on their failure to find any 
neural lesions in professional prizefighters, Drs. Harry Kaplan 
and Jefferson Browder, in their article “Observations on the 
Clinical and Brain Wave Patterns of Professional Boxers,” which 
appeared in the Nov. 20, 1954, issue of THE JoURNAL, page 1138, 
tend to minimize the concept of the “punch drunk syndrome” 
and suggest that most deaths in the prize ring result from the 
fighter’s head hitting the ring floor. The punch drunk fighter 
may well be a fighter of the past, but it is difficult to believe, 
after seeing and talking to some old-timers who themselves were 
of unsteady gait and had slurred speech and memory defect, that 
these characteristic signs are fantasies belonging to folk-lore of 
the prize ring. Certainly, the current fighters face a less arduous 
career than those of even two generations ago, and, although 
their numbers dwindle quickly, fighters still live who fought 200 
fights, many lasting 40 to 50 rounds. It is among these that the 
“punch drunk syndrome” is supposed to occur, and data from 
this group, not the modern fighter, would help to settle the 
question. 

Dr. Kaplan and Dr. Browder lay heavy emphasis on Demp- 
sey’s remark that “one in a thousand” blows hits the mark 
solidly during a fight, but they fail to take into account the many 
rounds of training that a fighter must endure in preparing for 
each fight. Here, the fighters wear masks, will not be knocked 
out if stunned, and are therefore often hit more solidly and 
oftener than they would be during a fight. The fact that no ab- 
normality was found in today’s prizefighters does not make the 
“punch drunk syndrome” an unproved figment, and, although 
there is no positive proof that it does exist, Drs. Kaplan and 
Browder offer no proof that it does not exist. 


The question of the authors’ interpretation of the cause of 
death in the prize ring must also be argued. If indeed deaths 
were caused only by the fighter’s head striking the ring floor, 
the problem would be easily solved. However, if the sudden 
impact of the head hitting the floor can kill a man, a fist striking 
the head can also be lethal. The key to this situation may be 
found in the reports of Denny-Brown (Physiol. Rev. 25:296, 
1945) and Tedeschi (Proc. Soc. Exper. Biol. & Med. 57:264, 
1944) that the death rate in animals subjected to head blows is 
considerably minimized if the position of the head is fixed so 
that movement of the head is prevented. Only if the head moves 
does the brain move and place a strain on its membranous and 
vascular moorings. I would think that bifrontotemporal hemor- 
rhage is more likely to occur from a blow on the jaw than from 
the occiput hitting the floor. When the jaw is struck and the 
head moves backward quickly, the bony margin of the junction 
between the anterior and middle fossae may impinge on the 
temporal lobes before the brain is impelled into motion. Since 
the head decelerates more quickly by a fraction of a second 
than the brain, a contrecoup lesion in the occiput may also 
occur. When the head hits the floor, however, presuming that 
the fighter falls backward, the head is suddenly decelerated and 
the brain follows, and motion of the brain is stopped as the 
occiput smashes into the skull, also causing occipital lesions. 
Here the principles of contrecoup do not apply, and bifronto- 
temporal lesions should not occur. If Denny-Brown is correct, 
the knock-out is probably the result of mysterious mechanisms 
that follow accelerations and sudden decelerations of the head 
and, a split second later, the brain. 


The fighters that are not knocked out are those whose neck 
muscles are very strong and act to splint the head, which because 
of their chin-on-chest position (Marciano, Olson, LaMotta) is 
almost immovably ensconced between the shoulders. I believe 
that careful examinations of moving pictures of the bouts in 
which fighters have died will show that blows were struck that 
made the head move suddenly through wide arcs. This is par- 
ticularly true in the case of Laverne Roache, and I think careful 
inspections of the moving pictures of that fight will reveal that 
lethal blows may have been struck in the round preceding the 


last. A fighter is most in danger after he has been stunned but 
not knocked down. It is then that he cannot splint his head or 
so position it that heavy blows to the chin (a fine lever) wil! 
fail to move it. It is this injured fighter, whose head when hit wil] 
bounce like a rubber ball on top-of a spring, who is in the most 
danger of being killed. Surely the most important factor in 
preventing ring deaths is immediate action by the referee or 
ring physician at this time. 

CHARLES Harris, M.D. 

417 N. Sterling Rd. 


Elkins Park, Pa. 


ROUTINE EXAMINATIONS 


To the Editor:—In the Jan. 1, 1955, issue of THE Journat, 
page 78, is a letter with the title “Routine Roentgenography” 
containing the statement that the original article entitled “The 
Value of a Routine Abdominal Film,” published in Tue 
JourNAL for Sept. 18, 1954, page 220, “should have a sub- 
heading, ‘The Value of a Routine Physical [Examination] and 


History.’” I would like to comment on this and the further — 


statement, “I can think of no greater waste of time and money 
than a routine, unprepared examination in a symptomless per- 
son,” which sharply challenged my experience. The following 
incident may, however, confirm the correspondent’s point of 
view and emphasize the value of the periodic check-up by 
routine history and physical examination. 


A good many years ago it was the custom of one of the 
schools in central California to send to my office an occasional 
person—a male or female teacher—with the request that a slip 
be filled out with appropriate comments under four headings: 
(1) skin, (2) speech, (3) heart, and (4) lungs. For this wholly 
inadequate procedure a small fee was paid.-In rebellion at the 
inanity from the medical standpoint of such an arrangement, it 
was decided within the staff that hereafter we would do no 
more such “examinations.” Every person who appeared bearing 
one of these slips was to have a complete history and complete 
physical check-up, each being charged the same low fee as here- 
tofore until further notice. 


The first patient to appear after this determination was 
expressed was a female teacher who was found to have a large 
abdominal and pelvic uterine fibroid. The compression incidental 
to this tumor was so pronounced it could not possibly have been 
missed by what your correspondent has termed “routine roent- 
genography.” The second patient was a male teacher who again 
had no signs of abnormality until the abdomen was reached. 
Here a large liver was discovered and, even more impressive, a 
large spleen. Since we were already doing sigmoidoscopies on 
almost all of our patients during the course of examination, 
one was done on this man. It revealed a rectal mucosa liberally 
dotted with minute, yellow-white pus plugs and reddish hemor- 
rhagic plugs of tiny, amebic bottle-neck ulcers, which were 
found to harbor Endameba histolytica. Our concern was such 
that this patient’s family was also examined. His'3-year-old son 
was found to have a rectal mucosa that was “peppered” with 
tiny, amebic bottle-neck ulcers. He had a large liver. 

When I called the attention of the first patient, the female 
teacher, to the mass in the lower half of the abdomen as my 
hand impinged on it, she raised her head and said, “Oh, | 
thought I was just constipated.” No complaints of any kind 
whatever were elicited from the male patient described above, 
and no abnormal behavior or complaints were present in the case 
of the boy. I have had sufficient experience with roentgenology 
to feel confident that, had either the father or the son mentioned 
above had “routine roentgenography” of the large intestine, 
enough change would have been shown to alert one to the 
presence of disease. 

I am in sympathy with the correspondent who objects to 
“routine roentgenography” to the extent of agreeing that what 
one should seek is a thoroughgoing, periodic physical examina- 
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tion of each patient. However, I cannot agree that roentgeno- 
grams of the large intestine, even in the two cases cited, had 
they been done routinely, would have failed to alert one to the 
presence of disease. I suspect that reality is more complex and 
the problem more difficult than appears either in the original 
article, in the correspondent’s letter to the Editor, or in these 
comments and that, in addition, the difficulty of communicating 
between human beings is a formidable proceeding. 


L. M. Boyers, M.D. 
Bank of America Bldg. 
2105 Center St. 
Berkeley 4, Calif. 


MILONTIN AND HEMATURIA 

To the Editor:—The nephrotoxic effect of N-methyl-«-phenyl- 
succinimide (Milontin), a succinimide compound recently intro- 
duced for the treatment of petit mal, has been noted by four 
different observers. Microscopic hematuria and granular casts 
were observed in 10 children whose urine showed no abnormality 
before treatment (Millichap, J. G.: Lancet 2:907 [Nov. 8] 1952). 
In four of these patients frequency of micturition or enuresis 
developed. The degree of toxicity of the drug was related to the 
dose; when less than 2.7 gm. was given daily, the effect was 
minimal and transient, while the effect produced by 2.7 and 
4.8 gm., respectively, per day in two patients necessitated with- 
drawal of the medicament. That hematuria is a toxic effect of 
N-methyl-a-phenylsuccinimide has since been confirmed by 
G. A. Thompson (cited by Millichap, J. G., and Kirman, B. H.: 
Lancet 1:1074 [May 30] 1953), by Dora Chao and W. S. Fields 
(J. Pediat. 45:293 [Sept.] 1954), and by F. T. Zimmerman (South 
M. J. 47:929 [Oct.] 1954). Chao and Fields state that urinary 
symptoms were the most frequent toxic manifestations when 
larger doses of the agent were used; in two children taking 
3 gm. daily, hematuria developed, which in one patient was of 
gross degree. In four additional patients marked frequency and 
urgency of micturition or enuresis limited the use of effective 
anticonvulsant dosages. 

In two recent reports on the use of N-methyl-a-phenylsuc- 
cinimide in the treatment of petit mal, these confirmatory reports 
of its nephrotoxic effect in children have apparently been over- 
looked (Davidson, D. T., Jr., and Lombroso, C.: New England 
J. Med. 251:897 [Nov. 25] 1954. Carter, C. H.: Neurology 4:935 
[Dec.] 1954). The recognition of urinary abnormalities is de- 
pendent on the type and the number of specimens tested. In 
outpatient practice, Addis counts are generally unsatisfactory, 
and examination of a freshly passed single specimen of urine is 
considered more reliable. A small group of patients observed 
frequently may provide better evaluation of the toxicity of a 
new compound than a large group, of necessity examined less 
often. The incidence and the severity of the renal toxicity of 
this agent are related to the dose and to the age and weight of 
the patient. Since the average effective dose in children closely 
approximates that in adults, a greater degree of toxicity in 
children might be expected. Aithough serious sequelae have not 
yet been reported, caution should be observed -when giving 
children moderate or large doses, and urinary tests should be 
performed at monthly intervals. 


J. Gorpon MILticuaP, M.D. 
Department of Pharmacology 
University of Utah College of Medicine 
Salt Lake City. 


HYPOSPLENISM 

To the Editor:—A letter to the Editor on hyposplenism from 
Dr. Alexander S. Wiener of “Rh” fame, appearing in THE 
JournaL of Nov. 27, 1954, page 1273, contains a number of 
statements on which I would like to comment. It was Chauffard 
of Paris and not Doan who first called attention to “hyper- 
splenism” (Bull. et mém. Soc. méd. hép. Paris 24:1201, 1907). 
Subsequently Morawitz, Naegeli, and Eppinger popularized the 
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term. Years later, in the United States, Doan and I began 
writing about the various features of the syndrome. As for 
“hyposplenism,” the term was actually first used by Schilling 
(Klin. Wehnschr. 3:1960, 1924) and a number of others to de- 
scribe the interesting blood picture that occasionally develops 
in sprue with splenic atrophy. Singer, Miller, and I (Am. J. M. 
Sc. 202:171, 1941) also used this designation in 1941 to describe 
the blood picture in animals and human beings that had under- 
gone splenectomy and alluded to various authors who had made 
the clinical diagnosis of hyposplenism. A short section on this 
subject may also be found in the monograph “Spleen and Hyper- 
splenism” (Dameshek, W., and Estren, S.: New York, Grune & 
Stratton, Inc., 1948). 

The clinical diagnosis of hyposplenism may be suspected in 
the presence of two features, which can only be detected by the 
careful examination of a well-stained, well-spread blood smear: 
Howell-Jolly bodies and target cells. In a case of nontropical 
sprue, these findings enabled us to postulate the presence of an 
atrophied spleen, and this was subsequently confirmed at post- 
mortem examination. In a case of anemia following subtotal 
gastrectomy, the presence of Howell-Jolly bodies and target cells 
in the patient’s blood led to the thought that splenectomy might 
have been performed; this was actually found to be the case on 
study of the records from another hospital. 

The suggestion by Wiener that “some, if not all” cases of poly- 
cythemia vera represent examples of hyposplenism is a very old 
one, and splenic extracts have been tried by a number of persons 
(including ourselves) without success. Perhaps these extracts 
were incorrectly prepared, so it is good to note that Dr. Wiener 
will make another try. 

WILLIAM DAMESHEK, M.D. 
New England Center Hospital 
Harrison Avenue and Bennet Street 


Boston 11. 


DEATH RATE IN MEN AND WOMEN 

To the Editor:—I should like to comment on the editorial en- 
titled “Why Is the Death Rate Decreasing Faster for Women 
Than for Men?” in THe Journat of Jan. 1, 1955, page 41, in 
which you cite the mortality from cardiovascular renal disease 
as increasing by 35% in men and decreasing by 27% in women 
from the 1920's to the 1940’s. A possible explanation is the 
increase of overweight among young men and the concurrent 
decrease in incidence of overweight in young women during 
these years. Robert Ruark has recently lamented in the editorial 
pages of many of our newspapers that, owing to the slender- 
figure fad among women, today’s growing children are deprived 
of the comfortable laps that were available when he was a boy. 
It is common knowledge in the garment industry that currently 
“standard” suits for men are larger in girth than was the case 
in the 1920's. Recently Dr. Donald Love and I analyzed the 
incidence of obesity (more than 20% above standard weight) in 
1,000 unselected men and women between 30 and 60 years of 
age from the Framingham Heart Disease Epidemiological Study: 


Age, Yr. Men Women 
ee rere re 27.9% 16.6% 
0 ee ee ee ee 24.8% 30.2% 
ein ents ttSin wus é6a<cccndvee 33.6% 47.8% 


These data also suggest that women are now exposed to the 
deleterious effects of overweight for a shorter portion of their 
life span and that obesity develops in them later in life than in 
men. In the 1920's the reverse seemed to be true. Insurance 
companies have been reporting the death rate from cardio- 
vascular renal disease to be twice as high in overweight as in 
underweight persons for more than 30 years. 


Ligut. Cot. WELDON J. WALKER (MC) 
Chief, Cardiovascular Service 

Brooke Army Hospital 

Fort Sam Houston, Texas. 
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SIMPLIFIED INSURANCE CLAIM FORMS 


The following article on insurance claim forms was prepared 
by the Committee on Prepayment Medical and Hospital Service 
of the Council on Medical Service. 


Processing insurance claim forms that require medical opinion 
or certification has long been a problem for the busy practitioner. 
It has become an increasing problem owing to the growing 
number of persons carrying insurance coupled wifh a greater 
diversity of types of coverage. There is no question that medical 
opinion or certification is necessary in the proper administration 
of many types of insurance claims. To the end that such admin- 
istration may be simplified, representatives of the insuring or- 
ganizations and of the profession have expended much effort. 


BACKGROUND 

Several years ago the Council on Medical Service approved 
simplified insurance forms for processing benefits that might be 
due as a result of accident or illness. These forms were de- 
veloped by the Health and Accident Underwriters Conference 
and the International Claim Association. Those efforts were 
approved by the collaborating organizations, the National Asso- 
ciation of Insurance Commissioners and the Council. 

It was then hoped that those simplified forms would be used 
by a substantial segment of the insurance industry. That would 
have reduced the large variety of claim forms in use, and it 
would have minimized greatly the “paper work” of the physician. 
Unfortunately, the desired results were not obtained. At about 
the same time, several local medical societies and a few state 
medical associations were undertaking independent actions in de- 
veloping their own forms. In several instances these activities 
resulted in the development of claim blanks that would be sub- 
stituted in lieu of any that might be submitted by an insuring 
organization. In some instances the actions contemplated a 
charge to an insurance organization if such an organization 
insisted on the completion of its own claim forms. Apparently 
the insurance companies saw little use in using the simplified 
form that had been devised if, in the final analysis, they would 
be called on to honor a heterogeneity of blanks prepared indi- 
vidually by state associations and county societies. 


RESOLUTION OF HOUSE OF DELEGATES 
When the lack of success of the earlier efforts became appar- 
ent, resolutions were introduced in and adopted by the House 
of Delegates calling for renewed activity in this field at the 
national level between the insurance industry and the American 
Medical Association. The sense of these resolutions was con- 
veyed promptly to the Health Insurance Council. The Health 
Insurance Council then created a special committee on uniform 
claim forms, which was representative of all types of insurance 

companies writing surgical expense benefit coverage. 


FINDINGS OF SPECIAL COMMITTEE 

The initial effort was to circularize some 600 companies in 
an effort to determine what information was considered neces- 
sary in the proper administration of group surgical expense 
benefit claims. In September, 1953, the outgoing president of 
the International Claim Association alluded to the simplification 
of insurance claim forms as “the most important item on the 
agenda.” Further, he summarized the following complaints 
against the claim forms then in use: (1) too many different 
forms, (2) forms too long and too complex, (3) same questions 
worded in different ways requiring study to determine just what 
information was wanted, (4) nonmedical and investigative in- 
quiries made in medical forms, and (5) forms used were often 
an imposition on the physician’s time and not infrequently a 
reflection on his integrity. 

From information gathered by the special committee it 
appeared the complaints were well justified. In addition to lack 
of any semblance of uniformity, it developed that insurance 
companies were using “26 different ways to inquire about diag- 
nosis, 34 different ways to inquire about present condition [of 
patient], and 42 different ways to inquire about prognosis.” 
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COMMITTEE PROGRESS 


The committee then drafted a simplified form, identified as 
GS-1, designed to obtain information for surgical benefits. This 
form was distributed to insurance companies together with an 
opinion sheet on which the companies could indicate whether 
they would use the form, if adopted. Favorable responses were 
received from those companies writing about 85% of the group 
accident and health premium volume in the country. In the 
process, this form was submitted for review by the committee 
of professional and public relations of the Association of Life 
Insurance Medical Directors. Also, staff contacts were main- 
tained at intervals between representatives of insurance organi- 
zations and the A. M. A. 


AMERICAN MEDICAL ASSOCIATION CONSIDERATION 


The foregoing information was summarized by the special 
committee on uniform claim forms to the Committee on Pre- 
payment Medical and Hospital Service of the Council on Medi- 
cal Service. As a result, the Committee recommended that this 
form be approved by the Council on Medical Service. Subject 
to approval by the Council on Medical Service, the Committee 
recommended further that the form be distributed to constituent 
associations in the hope the associations would recognize this 
effort toward simplification. Finally, it was recommended that 
the special committee of the Health Insurance Council be com- 
mended for its efforts to date and encouraged in its further 
attempts. The Council on Medical Service concurred in these 
recommendations. In addition to the mailing of sample copies 
of the claim forms to constituent associations, a specimen is here- 
with reproduced for the benefit of readers of THE JouRNAL. 


(COMPANY NAME) 
SURGEON’S STATEMENT 
(GROUP INSURANCE) 
* (This form should be completed !mmediately and returned to the 
patient or, employer, or company, as appropriate) 
C2). De Bien 0snscecncnnceccetnepveceeesscsasierscesns BB isesces 
(2) Nature of surgical or obstetrical procedure (Describe fully)........... 
Charge for this procedure $...... Date performed................. 
CE Scnite da dddetocenscdvedcedenpebetetepabreendssasideatees ve 
If in hospital, in-patient [) out-patient (1 
(3) * Was procedure due to pregnancy? Yes [] No [] 
If “Yes,” what was approximate date of commencement of preg- 
DANCY P ccccccsecccccccccccccosvcceesoes ae 
(4) *Is further operative procedure anticipated? Yes [] No 
ee NS 9340 Ecescedeceeutbdeddeshteneitadgensentebbetnicasere 
(5) * Was surgery due to injury or sickness arising out of patient’s 
employment? Yes [] No [) 
le na as hed sek tates etaaaen ands Paka aRebeieeee 


CRPPH OOOH EOE EOHOE HEHEHE EEE HEHEHE EEE EEE HE EEEE EEE EEE EEEE EEE EE HE EEEEEEEE 


I id oGdic auies cee enh scscdduseebacevaeewibavecducnasig eecbbeshsete 
IE ekcties onakuwideedintnacs eseseeeiehiasbndes bee M.D 
PL ‘iced Uaees naan tiene Giabiadestabisseoueeesone 
PE Se ovs sbckees cd caved vedecddieadepwpdcbeenescuvssoes 
DGD. « cevecescvcotetecdadsvaypeseocersiseive ae 


AUTHORIZATION TO PAY SURGEON 


(To be completed by the insured employee if payment is to be made 
directly to the surgeon) 


I hereby authorize payment directly tO......-..+sesecececceeeeseccseeesers 
(PRINT—Name of Surgeon) 


of the Group Surgical benefits otherwise payable to me but not to 
exceed the charge stated above. I understand I am financially respon- 
sible to the surgeon for charges not covered by this authorization. 


DUD <cncdesscoteessvendeematedaebionerenes er 
ED din nueheoues bo00-du c00uees et ntdeessesxeesaenniowians 
(Insured Employee) 
*To be Included at company’s option. 
(GS-1) 
CONTINUING EFFORTS 


In all, it is now contemplated that some six simplified forms 
may be developed and proposed to insuring organizations to use 
in seeking medical opinion and certification. This is due to the 
diversity of types of benefits offered. Some types are admittedly 
still in the experimental stage. In addition to approval of GS-1, 
another simplified form has received favorable consideration. 
Modifications have been suggested by representatives of the 
medical profession and now await consideration by the insur- 
ance industry. As progress is realized it is planned that it will 
be reported promptly to the profession. 
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MEDICINE AND THE LAW 








This is the third in a series of articles dealing with the federal 
income tax law as it affects physicians. The subject of the fourth 
and final article in this series will be “Tax Aspects of a Medical 
Partnership.” —Eb. 


FEDERAL INCOME TAX: PRINCIPAL NEW 
PROVISIONS OF THE 1954 CODE 
AFFECTING PHYSICIANS 


Physicians, as such, have never been treated differently from 
other taxpayers under federal income tax laws. In this respect 
the 1954 Internal Revenue Code provides no change. There are, 
however, numerous revisions that affect physicians in common 
with other persons, such as provisions for increased charitable 
deductions, tax relief for those receiving corporate dividends, and 
a relaxation of requirements for claiming dependents. In addi- 
tion, physicians will be interested in the provisions of the new 
code for greater medical expense deductions. The many changes 
in the tax law affecting those engaged in business or professional 
practice are also of interest. If the physician is uninformed in 
this regard, he may unwittingly assume more than his fair share 
of the tax burden. Business men are accustomed to dealing with 
tax obligations of one sort or another in their daily affairs. While 
this is not true of the physician, it must be remembered that tax 
authorities prosecute erring physicians and business men with 
the same vigor. Tax court cases indicate that physicians are apt 
to consider financial record-keeping as a chore to be given a 
minimum of consideration. Unless records are maintained in a 
painstakingly accurate and detailed fashion, the physician may 
find himself faced with an assessment of tax deficiencies for 
items that would otherwise constitute legitimate deductions. 

It is our understanding that the Internal Revenue Service plans 
to audit a higher proportion of taxpayers’ returns than it has in 
past years, particularly those in higher brackets. It thus be- 
comes important for physicians to become familiar with the 
changes in the new tax law, to maintain accurate and complete 
records, and to be sure that their tax forms are properly prepared. 


INCOME TAX RATES AND RETURNS 


Individual Tax Rates.—Income tax rates for individual per- 
sons are unchanged under the 1954 Code. The 3% normal tax 
and the graduated surtax are now combined into a single rate 
schedule that is applied to the taxpayer’s “taxable income.” 

Time for Filing Returns——Persons and partnerships filing on 
a calendar-year basis have until April 15 (instead of March 15) 
to file their income tax returns. A taxpayer on a calendar-year 
basis is required to file a return and pay his tax on or before 
April 15. Those on a fiscal-year basis also have a one month 
extension for filing their returns and paying the tax. 


Surviving Spouse-—The new code permits an unremarried 

widow or widower to file a joint return for two taxable years 
immediately following the year of death of the spouse, if the 
survivor maintains a household for a dependent child or step- 
child. A taxpayer who remarried after the death of his spouse 
loses this privilege, since he then has the option of filing a joint 
return with his new spouse. 
Illustration —Dr. X, whose wife died in 1952, lives in a household 
together with his dependent children. He has not remarried. He can file 
a joint return for 1954. For 1955, assuming no change in circumstances, 
he will qualify only as the head of a household. He will not be able to 
file a joint return because more than two years will have elapsed since 
the death of his wife. y 


Head of Household.—A head of a household is entitled to a 
special tax rate that amounts to about one-half of the tax benefits 
given to married couples who file joint returns. A head of a 
household is a person who is unmarried and maintains a home 
for himself and a relative who qualifies as a dependent, or for 
an unmarried child, unmarried descendant of a child, or un- 
married stepchild. It is immaterial whether such unmarried chil- 
dren are dependents. An exception has been made in the new 
code to the qualification that a person may not be the head of 
a household unless a dependent relative lives with him. A de- 


MEDICINE AND THE LAW 615 


pendent parent need not live in the taxpayer’s home in order 
to qualify the taxpayer as the head of a household, provided 
the taxpayer maintains a household for the parent. 


Declarations of Estimated Tax.—Every person whose income 
consists primarily of wages subject to withholding (if income 
other than wages is not over $100) is required to file a declara- 
tion of estimated tax if gross income from wages is expected to 
exceed (1) $10,000 for the head of a household, a surviving 
spouse, or the person and his spouse, or (2) $5,000 for a single 
person. If taxable income other than wages subject to with- 
holding is expected to exceed $100 for the year, a declaration 
is required provided total income (including wages subject to 
withholding) is expected to exceed $600 for each exemption plus 
$400. The declaration should be filed on or before April 15 for 
taxpayers on a calendar-year basis. The estimated tax, less 
amounts subject to withholding, is payable in equal installments 
on or before April 15, June 15, Sept. 15, and Jan. 15. The filing 
of the last quarterly declaration, due Jan. 15, may be avoided 
by filing a regular income tax return and paying the tax in full 
not later than Jan. 31. These dates apply to calendar-year tax- 
payers. In the case of a fiscal-year taxpayer, the corresponding 
months of the fiscal year should be substituted. 


EXEMPTIONS 

“Ordinary” and “Additional” Exemptions.—A deduction of 
$600 from gross income may be made for each exemption. Every 
taxpayer is entitled to an “ordinary” exemption for himself and 
each recognized dependent. The requirements for claiming de- 
pendency are discussed below. “Additional” exemptions are 
allowed for taxpayers who have reached the age of 65 before 
the end of the taxable year or who are blind. A husband and 
wife filing a joint return are each considered as a taxpayer and 
therefore are entitled to two $600 exemptions plus the addi- 
tional exemptions if blind or age 65 or over and the exemptions 
for dependents. There are_no changes in the new code relating 
to exemptions allowable for the taxpayer and his spouse. How- 
ever, the rules dealing with exemptions allowable for dependents 
have been liberalized. 

Exemptions for Dependents.—More than one-half of the sup- 

port of a dependent for the year must be contributed by the 
taxpayer before the dependent can be claimed as an exemption. 
An exemption can be taken for each dependent whose gross 
income for the year is less than $600, or for a child who is (1) 
under 19 years of age or (2) a full-time student at a regular 
school or college or pursuing full-time on-farm training under 
the supervision of an educational institution or state agency for 
at least five months in the tax year. 
Illustration—The cost of supporting Dr. X’s son, aged 21, who is 
attending medical school, is $2,500. The son earned $1,200 of the cost 
of his support, and the father made up the remaining $1,300. Dr. X is 
entitled to an exemption for his son because he contributed more than 
half of his support and the son is a full-time student. If the son attended 
medical school on a scholarship, its value would not be considered in 
computing whether Dr. X had contributed more than half of his son’s 
support, 


A dependent must either be a member of the taxpayer’s house- 
hold and live with him (even if they are not relatives) or be in 
one of the following relationships: child (including legally 
adopted child), descendant of such child, stepchild, brother 
or sister, brother or sister by the half blood, stepbrother or 
stepsister, parent or ancestor of such parent, stepfather or step- 
mother, niece or nephew, uncle or aunt, son-in-law, daughter- 
in-law, father-in-law, mother-in-law, brother-in-law, or sister-in- 
law. These relatives need not reside with the taxpayer to qualify 
as dependents. Under the new law, a cousin receiving institu- 
tional care because of physical or mental disability is also 
eligible as a dependent if he was a member of the taxpayer's 
household before receiving such care. 

Multiple Support—If more than 50% of the support of a 
dependent’ was contributed by several persons, none of whom 
individually contributed more than half, one of them can now, 
by agreement, claim the dependency exemption. The one claim- 
ing the exemption must have furnished more than 10% of the 
support, and each of the others who contributed more than 10% 
must file a written statement agreeing not to claim the de- 
pendency exemption for that year. 
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Illustration.—Mrs. X required $2,000 for her support in 1954. Her gross 
income was $500, and her three sons each contributed $500 to make up 
the balance. Since her gross income was less than $600 and since her 
sons had individually contributed more than 10% and collectively more 
than 50% of her support, any one of them can claim the exemption, 
if the other two file a written agreement not to claim the exemption. 


INCOME 


Scholarships and Fellowships.——Scholarships and fellowship 

grants are tax exempt for persons who are candidates for degrees. 
This includes the value of services and accommodations and 
amounts received to cover expenses for travel, research clerical 
help, or equipment. However, the portion of a scholarship or 
fellowship grant that represents payment for teaching, research, 
or other services in the nature of part-time employment is not 
tax exempt unless such services are required of all candidates 
for a particular degree (whether or not recipients of scholar- 
ships or fellowship grants). 
Illustration —X, who is a candidate for a degree, received a fellowship 
grant of $2,500 in 1954. He was required, as a condition to receiving 
the fellowship, to work in the anatomic laboratory 10 hours a week. 
The going rate of pay for similar services is $1,000 for the year. 
Therefore, only $1,500 is tax exempt. X’s gross income for 1954 includes 
$1,000 of the fellowship grant. The entire $2,500 would be tax exempt if 
all candidates for the degree were required to work without compen- 
sation for a similar period each week in the anatomic laboratory. 


If a person is not a candidate for a degree, a scholarship or 
fellowship grant is tax exempt only if the grantor is a tax-exempt 
organization (such as an educational or charitable body) or a 
government body, and then only to the extent of $300 a month 
for a maximum of 36 months (whether or not consecutive). 
Illustration.—In March, 1954, Dr. X was awarded a $4,500 postdoctorate 
fellowship grant that was to commence Sept. 1, 1954, and will end on 
June 1, 1955. Dr. X receives the $4,500 in monthly installments of $500, 
beginning Sept. 1, 1954. He received $2,000 in 1954. He may exclude 
$1,200 ($300 for each of the four months) from his gross income but 
must include the remaining $800. 


Illustration —The facts are the same as in the preceding illustration 
except that Dr. X received the full amount of the grant ($4,500) on 
Sept. 1, 1954. Since the amount received in 1954 was for the full term 
of the fellowship (nine months), Dr. X may exclude $2,700 from gross 
income in 1954 ($300 x 9). The remaining $1,800 must be included in 
gross income. 


Prizes and Awards.—All prizes and awards other than scholar- 
ships and fellowship grants are included in gross income except 
those made in recognition of past achievements of a religious, 
charitable, scientific, educational, artistic, literary, or civic na- 
ture. The recipient must also be selected without any solicita- 
tion on his part and must not be required to render substantial 
future services. This exception is intended to exempt awards such 
as the Nobel prize. 

Meals and Lodging.—The value of meals or lodging furnished 
for the convenience of the employer are not taxable to the em- 
ployee if (1) the meals are furnished at the place of employ- 
ment or (2) the employee must accept lodging at the place of 
employment as a condition of employment. If these require- 
ments are met, it is immaterial that the meals or lodging may 
represent additional compensation to the employee. In determin- 
ing whether meals or lodging are furnished for the conven- 
ience of the employer, the provisions of an employment contract 
or of a state statute fixing the terms of employment are not 
deciding factors. 


Illustration —Dr. X is employed by a state institution and is required 
to live and eat at the institution in order to be available for duty at 
any time and perform the duties of his employment. Under the applicable 
State statute, his meals and lodging are regarded as a part of his com- 
pensation. He is nevertheless entitled to exclude the value of such meals 
and lodging from gross income. 

Iilustration.—Dr. Y is an employee of an institution and is required 
to be on duty from 8 a. m. until 4 p. m. He is given the choice of 
residing at the institution free of charge or of residing elsewhere and 
receiving an allowance of $40 per month in addition to his regular salary. 
If he elects to reside at the institution, the value of the lodging furnished 
by the employer to him is included in his gross income. His residence 
at the institution is not necessary to the proper performance of his 
duties and therefore is not required as a condition of his employment. 


Dividends.—Two forms of tax relief are provided in the new 
code for taxpayers who receive dividends from domestic corpo- 
rations. 

Dividend Exclusion: For 1954 and later years, the first $50 
of dividend income received by a person is excluded from gross 
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income. A husband and wife may each get the exclusion if both 
have dividend income, even though they file a joint return. Then, 
$100 in dividend income could be excluded. 

Dividend Credit: In addition to the exclusion, shareholders 
get a dividend credit equal to 4% of any dividends received after 
July 31, 1954. To compute the dividend credit, the first $50 of 
dividend income received during the year is disregarded. If a 
balance remains—and if it was received after July 31, 1954 
the taxpayer is allowed a dividend credit against his tax amount- 
ing to 4% of.the remaining balance. 

Illustration —Dr. X received dividends in 1954 of $100 each on April 15, 
June 15, Sept. 15, and Dec. i5. The first $50 of the dividend he received, 
April 15, is excluded from his gross income and is therefore not taxable. 
He will report $350 in dividends ($400 less the $50 exclusion). When he has 
computed his tax, he will then take a dividend credit of $8, or 4% of 
the $200 in dividends received after July 31, 1954. 

The dividend credit cannot be more than 2% of taxable income 
in 1954 or more than 4% for 1955 and the years thereafter. 
The exclusion and the credit apply to dividends received from 
stock insurance companies as well as from other domestic cor- 
porations but not to dividends paid by building and loan asso- 
ciations and mutual savings banks. The latter are regarded as 
interest on savings. The exclusion and the credit do not apply 
to dividends paid by foreign corporations and those in U. S. 
possessions, tax-exempt organizations, and cooperatives. 

Annuities —The new code adopts a new method for taxing 
annuity payments. A portion of each annuity payment is taxed, 
and the remainder is tax free. If payments are for a specific 
number of years, the tax-free portion of each payment is de- 
termined by dividing the cost by the number of years the tax- 
payer is to receive annuity payments. If payments are to be 
made to the taxpayer for life, the cost should be divided by the 
number of years of his life expectancy from the time he begins 
to réceive annuity payments to determine the tax-free portion. 
To determine life expectancy, actuarial tables prescribed by the 
Internal Revenue Service must be used. The cost to be consid- 
ered is the taxpayer’s actual investment in the annuity contract 
less the amounts recovered tax free in previous years under the 
prior tax law. Usually the company paying the annuity will 
supply the taxpayer with the information as to life expectancy 
and cost applicable to his case, if requested. The above rule does 
not apply in the situation in which an employer and an employee 
both contributed under the annuity contract and the amount 
receivable in the first three years is equal to or exceeds the em- 
ployee’s cost. In this situation, the employee’s entire cost is re- 
covered tax free and thereafter all payments received are 
included in his income. Retirement and similar pensions are 
considered annuities. An employee who receives a pension but 
who made no contribution toward the pension other than past 
services has no cost to be recovered, and therefore the entire 
amount of the payments he receives constitutes taxable income. 
Benefits received under the social security program are exempt 
and tax free. 

Life Insurance Proceeds.—Under the 1954 code, if the in- 
sured died after Aug. 16, 1954, and the beneficiary receives in- 
surance proceeds in installments, the interest accruing after the 
death of the insured is taxable. An exception is made if the 
beneficiary is the spouse of the deceased. Then, $1,000 may be 
received tax free each year with respect to such interest. 

Retirement Income Credit——Under the prior law, only retire- 
ment benefits payable under the social security program and 
certain other retirement programs of the federal government 
were exempt from income tax. Persons who received retirement 
pensions from other publicly administered programs or indus- 
trial pensions or who provided for their old age through private 
retirement annuities, bonds, corporate stocks, or rental property 
were not entitled to similar exemptions. The new code grants 
a person who is 65 years of age or over a credit against his tax 
liability equivalent to 20% of the amount of his “retirement 
income” up to $1,200. Thus, the maximum amount of tax credil 
allowable for this purpose would be $240. 

Retirement income is defined to include pensions and annu- 
ities, interest, rents, and dividends. The amount of “retirement 
income” received up to $1,200 is reduced, for purposes of com- 
puting the retirement income credit, by the amount of social 
security, railroad retirement, military retirement, or other retire- 
ment benefits that are excluded from gross income. Workmen's 
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compensation payments or military disability pensions are not 
subtracted in computing the tax credit. If a person is under 75 
years of age, any earned income in excess of $900 reduces, dollar 
for dollar, the $1,200 amount of “retirement income” on which 
the tax credit can be based. Thus, if a person’s earned income 
in a year equals $2,100 he can receive no tax credit for any 
“retirement income.” Earned income includes compensation for 
services such as salaries, professional fees, and income derived 
from a professional partnership. A person under age 65 is 
allowed a similar retirement tax credit for income up to $1,200 
from pensions and annuities received under a public retirement 
system. To qualify for either of these two types of retirement 
income credit, a person must have received more than $600 
earned income in each of any 10 calendar years (not nec- 
essarily consecutive) prior to the year for which the credit is 
claimed. A widow or widower whose spouse had received such 
income can qualify. Also, when a husband and wife are both 
able to meet this requirement, each is allowed a retirement 
income credit in connection with his or her retirement income. 


NONBUSINESS EXPENSES 


Taxpayers who do not use the “standard deduction” but in- 
stead itemize their nonbusiness deductions may benefit from the 
increased allowance for charitable contributions and medical ex- 
penses, the new deduction for child-care expenses, and the new 
provision relating to the payment of alimony. 

Charitable Contributions.—Charitable deductions up to 30% 

(formerly 20%) of “adjusted gross income” may now be taken 
if the last 10% is given to a church, a convention or association 
of churches, a regular educational institution, or a tax-exempt 
hospital. The 20% maximum is retained for other charitable 
contributions. Thus, to get the full 30% deduction, at least 10% 
must be in the form of contributions to organizations in the 
special class. 
Illustration.—Dr. X’s adjusted gross income for 1954 is $30,000. His 
charitable contributions are: Western Medical School, $3,000; Methodist 
Church, $1,000; Public Hospital, $1,000; Community Chest, $2,000; United 
Service Organization, $1,000; American National Red Cross, $1,000; and 
Polio Foundation, $500. Dr. X’s allowable deductions for his charitable 
contributions are: 


Special class contributions: 














Western Medical School........... $3,000 
PO, I gn nn cunccece 1,000 
I ee 1,000 
$5,000 
ERE Re 3,000 
Excess, to be deducted under 20% ceiling: $2,000 
ee er Pree $2,000 
United Service Organization........ 1,000 
American National Red Cross...... 1,000 
Ny PEED Sdahae a ebS0-040h.see 500 
4,500 
Total contributions subject to 20% ceiling: $6,500 
i ind Seine 5.0 hedaman ss 3 6,000 
Nondeductible contributions ........... $ 500 


Therefore, only $9,000 out of a total of $9,500 in charitable contributions 
made by Dr. X is deductible. 


The new code makes it clear that charitable contributions 
that exceed the percentage limitation cannot be deducted as a 
business expense. This was the rule under the old law for cor- 
porations, and it is now applicable to individuals as well. 
Illustration —Dr. X, who is new in the community, made a gift of $3,000 
in 1954 to the local hospital (a nonprofit institution), which extended 
hospital privileges to him. Under the hospital rules, continuation of 
hospital privileges depends entirely on professional conduct and compe- 
tence. The amount of the contribution, $3,000, exceeded 30% of his 
adjusted gross income in 1954. The excess is not deductible as a charitable 
contribution. May the contribution, or any part of it, be deducted as a 
business expense? No, since the contribution was not in payment for 
any binding obligation on the part of the hospital to provide Dr. X 
with hospital privileges. 4 


Medical Expenses—The new code permits a deduction of 
medical expenses in excess of 3% of “adjusted gross income” 
(previously 5%). There is no percentage limitation on the de- 
duction for medical expenses for the care of the taxpayer or his 
wife if either has reached the age of 65. It should be noted, how- 
ever, that in computing medical expenses the cost of medi- 
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cines and drugs may be included only to the extent that they 
exceed 1% of adjusted gross income. According to the report 
of the Ways and Means Committee of the House of Represent- 
atives, such medicines and drugs need not have been obtained 
on a physician’s prescription. The cost of toiletries and sundry 
items such as tooth paste, deodorants, hair dressings, and brushes 
is not a “medical expense.” Maximum medical expense deduc- 
tions have been doubled. A deduction from “adjusted gross in- 
come” in the amount of $2,500 for each person taken as an 
exemption is now allowed, with a maximum of $5,000 for a 
single person or for married persons filing separately. The maxi- 
mum is $10,000 for married couples filing a joint return or for 
the head of a household. Formerly an estate could not deduct 
medical expenses incurred for the care of a deceased taxpayer. 
This has been changed so that such expenses are treated as 
having been paid by the deceased when incurred. Under the new 
law, medical expenses include amounts paid for transportation 
“primarily for and essential to medical care,” which is the rule 
formerly adopted in court decisions. However, food and lodging 
away from home may not be considered as medical expenses 
unless part of a hospital bill. 


Child-Care Expenses—A new deduction is allowable under 
the 1954 code for child-care expenses paid by a working widow, 
an unremarried widower, a divorced person, or a working mother 
whose husband is incapacitated (provided she files a joint return 
with her husband). The deduction is limited to actual expenses, 
up to $600, paid for the purpose of permitting the taxpayer to 
engage in gainful employment. Child-care expenses paid to a 
person who is a “dependent” of the taxpayer may not be de- 
ducted. Certain other limitations apply. The deduction is allowed 
only with respect to expenses for the care of a child under 12 
years of age or for the care of a dependent who is mentally or 
physically incapable of caring for himself. The maximum child- 
care deduction is $600, regardless of the number of children 
or such dependents. In the case of a working wife, when a joint 
return is filed, the amount of the child-care deduction allowed 
is decreased by the amount by which the combined adjusted 
gross income of the husband and wife exceeds $4,500. Thus, no 
deduction is allowed when the combined adjusted gross income 
is $5,100 or more. 

Alimony.—Under the old and new tax laws, the recipient is 
taxed and the payor is entitled to a deduction from gross income 
for periodic alimony or separate-maintenance payments made 
under a legal obligation imposed by a court decree or by a 
written agreement incident to such a decree. Since this rule dis- 
criminated against husbands and wives who have separated with- 
out a court decree, provision was made in the new code to 
extend the same tax treatment to periodic payments made by a 
husband to his wife under a written separation agreement al- 
though no court decree exists. The new provision applies only 
if the parties are living apart and have not filed a joint return 
for the taxable year and only with respect to written separation 
agreements executed after Aug. 16, 1954. 


PARTNERS AND PARTNERSHIPS 
The partnership provisions of the new code are intended to 
clarify the tax treatment of partners and partnerships, which 
heretofore was among the most confused in the entire income 
tax field. The regulations of the Internal Revenue Service and 
the court decisions have often been contradictory, with the result 
that partners were unable to form, operate, or dissolve a partner- 
ship with any assurance as to the tax consequences. Since an 
increasing number of physicians are engaged in medical partner- 
ships, this situation represented a hazard. Generally, the new 
statutory treatment retains the existing scheme of regarding the 
partnership as merely an income-reporting, and not a taxable, 
entity. In addition, a statutory pattern has been established for 
contributions to a partnership, distributions by a partnership, 
transfers of partnership interests, termination of partnership 
taxable years, transactions between a partner and the partner- 
ship, and the treatment of payments to a retiring partner or a 
deceased partner’s estate or heir. The new partnership pro- 
visions apply, for the most part, to partnership taxable years 
commencing after 1954. Physicians now engaged in or contem- 
plating a medical partnership will be interested in the next and 
final article in this series, which will be devoted to a discussion 
of the tax aspects of a medical partnership. 
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Prescription for Life: 16 mm., color, sound, showing time 15 minutes. 
Sponsored by E. R. Squibb & Sons, Division of Olin Mathieson Chemical 
Corporation. Produced in 1954 by William J. Ganz Company, New York, 
for the American Red Cross. Procurable on loan from Red Cross chapters 
or area offices in St. Louis; Atlanta, Ga.; Alexandria, Va.; or San Francisco. 


This film is designed to stimulate public interest in the Red 
Cross blood program by attempting to portray the everyday 
uses of blood and its derivatives and to answer a stock question 
from the donor population “What happens to the blood I give?” 
A family physician keeps the story thread running and at the 
same time brings in scientific information on fractionation proc- 
esses, which are actually demonstrated along with the refrigera- 
tion of blood and plasma. A variety of situations are shown 
in which blood is urgently needed. A workman at an industrial 
plant falls from a ladder and is saved from death by a blood 
derivative. A baby is shown receiving complete replacement of 
blood because of an Rh problem. A mother hemorrhaging in 
childbirth, an older woman facing major surgery, automobile 
accident victims, and a boy suffering with third degree burns 
make up some of the characters. This is a splendid presentation 
of the Red Cross program for blood collection, preservation, 
distribution, and use. It is technically accurate, presents the 
details in simple language, is understandable, and is prepared 
from the elementary school level. Since the film is sponsored 
by the Red Cross, it places more emphasis on community re- 
sponsibility in blood replacement. Most physicians believe that 
the primary responsibility for replacement of blood lies with 
the family and friends of the recipient and that efforts should 
be made for blood replacement at the time of blood transfusion. 
The film should prove an effective weapon for the encourage- 
ment of blood donations by the public in Red Cross sponsored 
regional blood bank areas. 


The Ohio Story: 16 mm., black and white, sound, showing time 8 
minutes. Produced by Anecraft Productions, Inc. Presented by the Ohio 
Bell Telephone Co. Procurable on loan from National Society for 
Crippled Children and Adults, 11 S. LaSalle St., Chicago 3. 


This film is part of a series prepared by the Ohio Bell Tele- 
phone Company to tell “the Ohio story.” This presentation, 
which is superbly narrated by Nelson Olmsted, tells the story 
of Edgar Allen of Elyria, Ohio, the founder of the National 
Society for Crippled Children and Adults. The narration is sup- 
plemented by a series of drawings depicting scenes in the life of 
Edgar Allen, a wealthy manufacturer. On Memorial Day, 1907, 
Allen’s son, returning from a party in a chartered bus with a 
group of students, was involved in a tragic collision in which 
more than 60 students were killed or injured. When the son 
died after the accident and Allen found that hospital facilities 
were inadequate to care for the injured children, he resigned 
from his many business connections, converted his vast financial 
interest into cash, and built a hospital. Allen became the head 
of this hospital and devoted his skill and interest to it. 

One day a crippled boy came to the hospital, and Allen’s 
interest in crippled children was aroused. He made a survey 
and found that there were hundreds of crippled children who 
were not receiving proper hospitalization; there were 253 
crippled boys and girls less than 15 years of age in Elyria alone. 
It was then that he turned to Mrs. W. N. Gates and persuaded 
her to build an addition to his hospital, which was known as 
the Gates Hospital for Crippled Children. When this hospital 
was opened, he found that it was necessary to persuade parents 
not to hide the fact that their children were crippled, and he 
started a campaign to interest people in the care of crippled 
children. First, he covered his county, Loraine County; then 
he extended his interest to the entire state of Ohio, organized 
the Ohio Society for Crippled Children, and built more hospitals 
for the crippled child. Not satisfied with covering Ohio, he 
organized the National Society for Crippled Children and Adults 
and traveled around the world, organizing new hospitals for 
crippled children wherever he went. He became the founder of 
the international society and the great leader in the cause of 
care for crippled children and adults. One of his great gratifica- 
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tions came when Johnny Bogart, the crippled boy who first came 
to him on crutches, played a baseball game in his presence, hit 
a triple and then stole home and ran laughing to Edgar Allen. 
Before he died in 1937, Allen’s great fortune was almost com- 
pletely disbursed by him for the care of the crippled. He left 
as his heritage thousands of abandoned wheel chairs, crutches, 
and braces, thus closing a magnificent chapter in “the Ohio 
story.” This is a moving presentation of high quality, which 
can be shown especially to lay audiences to interest them in the 
care of the disabled. Anyone concerned with the care of crippled 
children will enjoy seeing this film. 


Miracle on Skis: 16 mm., black and white, sound, showing time 15 
minutes. Produced in 1953 by Regal Pictures. Procurable on loan from 
National Society for Crippled Children and Adults, Inc., 11 S. LaSalle St., 
Chicago 3. 


This film shows the amazing things that amputees can do 
despite their handicaps. The presentation is made in the form 
of a story that takes place in beautifully photographed settings 
at an Alpine ski resort. A young war veteran with an above- 
knee amputation returns after the war, with his sweetheart, to 
a ski resort, where he meets an old friend who is also an amputee 
with war wounds that required bilateral below-knee amputations. 
Both men are trying to learn to ski again, and each, thinking 
that the other cannot possibly be able to ski, minimizes his own 
ability. The four persons ascend in a cable car to the summit 
of the mountain, and there, as the amputees show each other 
what they can do, it soon develcps that each has miraculous 
ability. The unilateral above-knee amputee can ski on one leg 
with the aid of a pair of homemade “ski crutehes” that he uses 
instead of ski poles. They are poles with short skis on the end, 
which act much like a pair of pontoons, permitting him to 
perform in an amazing fashion. The other man, despite two 
artificial legs, also has regained his skill in skiing. There is a 
series of shots of beautiful Alpine scenes, showing the two skill- 
ful women descending the ski trail with the two equally skillful 
amputees. The viewer will be amazed at the way in which these 
men have so completely conquered their handicap and are again 
able to enjoy their favorite sport. The four participants end up 
by attending a dance. This film is followed by a trailer prepared 
by Warner Brothers Studios, in which motion picture actress 
Jane Wyman presents an appeal to the public to support the 
National Society for Crippled Children and Adults, Inc., the 
Easter Seal organization. There is also a brief picture of a child 
with cerebral palsy walking with “cane gliders,” and Miss 
Wyman asks the public to support the rehabilitation of such 
children. Everyone will be inspired by the achievements of these 
amputees. The film will be useful to show recent amputees who 
may be discouraged by their handicap, to service clubs, and lay 
groups to promote interest in the handicapped. 


Ether Analgesia for Cardiac Surgery: 16 mm., color, sound, showing 
time 27 minutes. Prepared by Joseph F. Artusio Jr., M.D., and Frank 
Glenn, M.D., Cornell University Medical College. Produced in 1954 by 
Audio Productions, New York, for and procurable on loan from E. R. 
Squibb & Sons, 745 Fifth Ave., New York 22. 


This film demonstrates that major surgery, without pain, can 
be successfully performed in the third plane of the first stage 
of ether-oxygen anesthesia, with the patient conscious but under 
total analgesia. Dr. Glenn performs an uneventful mitral valvu- 
lotomy for mitral stenosis in a woman under this type of man- 
agement, while Dr. Artusio simultaneously demonstrates her 
analgesic state. This same patient, who is interviewed in her 
hospital room five days later, verifies her amnesia for the entire 
operative procedure. The authors state that they have performed 
125 operations on patients who were poor cardiac risks, while 
using this analgesic method, and are gratified with the smooth 
operative and postoperative course. This method of management 
is a valuable contribution to surgical practice, and the authors 
are to be congratulated. Analgesia places less burden on the 
cardiovascular and other vital systems than do deeper planes 
of anesthesia. The general organization of the film is excellent, 
as is the narration. The photography is very good. This is an 
excellent teaching film to demonstrate the method of production 
and adequacy of ether-oxygen analgesia for cardiac surgery. It 
should prove valuable to undergraduate and postgraduate medi- 
cal students, surgeons, cardiologists, and anesthesiologists. 
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Cardiac Arrest: Results of Attempted Cardiac Resuscitation in 
42 Cases. L. N. Turk and W. W. L. Glenn. New England J. 
Med. 251:795-803 (Nov. 11) 1954 [Boston]. 


Abrupt cardiac arrest was diagnosed 45 times between 
December, 1948, and January, 1954, at the Grace-New Haven 
Community Hospital. The major factors responsible for sud- 
denly occurring cardiac arrest were vagal stimulation, anoxia 
and hypercapnia, direct stimulation of the heart, and drug sensi- 
tivity. In two patients the heart was beating when the chest was 
opened, and in one other the heart resumed activity spontane- 
ously. These three patients recovered uneventfully. In all other 
cases the diagnosis was proved by visualization or palpation of 
the heart. Resuscitation by cardiac massage and other supportive 
means was attempted 42 times in 41 patients, 11 children and 30 
adults. Unless the right side was already open at the  time’of 
cardiac arrest, a left thoracotomy incision was used. Cardiac 
massage was performed with the chest open in all but four 
patients in whom the heart was massaged from the abdominal 
cavity through the diaphragm. In one patient cardiac resuscita- 
tion was attempted on two separate occasions, 16 days apart. 
Only 22 of the 42 attempts at resuscitation were made on patients 
in the operating room, 8 of whom were undergoing operations 
on the heart, great vessels, or lungs. Of the 20 remaining attempts 
at resuscitation, 10 were made in the patient’s room and the 
othe: 10 in a variety of locations, such as ambulance (before 
arrival at the hospital), emergency room, cardiac catheterization 
room. Ventricular fibrillation occurred as a primary arrhythmia 
in only one patient, but it developed during resuscitative 
measures for cardiac standstilk a number of times. Although the 
ventricles almost always could be defibrillated by electric shock, 
no patient with ventricular fibrillation survived. In addition to 
cardiac massage and defibrillation when indicated, certain drugs 
such as atropine, calcium chloride, and vasopressors including 
epinephrine, phenylephrine (Neo-Synephrine) hydrochloride, 
and levarterenol (Levophed) bitartrate were used in the treatment 
of cardiac arrest. Intravenous infusions of whole blood and 
electrolyte solutions were used in many cases. There were seven 
(16.7%) successfully resuscitated patients, with return of normal 
cardiac and cerebral function. Sixteen (38.1%) patients were 
partially resuscitated and had temporary return of cardiac 
activity and partial cerebral function for periods of from 45 
minutes to about eight months. There were 19 (45.2%) cases in 
which no cardiac function could be restored. In retrospect 
cardiac massage would probably not have been considered in- 
dicated, owing to the presence of an underlying fatal condition 
(advanced malignant lesions, irreparable brain injuries, severe 
heart disease), in 12 of the 35 unsuccessful cases. The major 
causes of failure appeared to be a delay in the recognition of 
cardiac arrest and in the institution of cardiac massage. Also, 
the presence of a serious though not necessarily fatal under- 
lying diséase or condition seemed to have seriously compromised 
a number of attempts at resuscitation. The treatment of cardiac 
arrest is clearly deficient at present, and the greatest hope for 
progress ‘lies in prevention of its occurrence. 
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Studies on Cardiac Arrest: The Relationship of Hypercapnia to 
Ventricular Fibrillation. W. C. Sealy, W. G. Young Jr. and J. S. 
Harris. J. Thoracic Surg. 28:447-462 (Nov.) 1954 [St. Louis]. 


Experiments designed to study the effect on the heart of hyper- 
capnia as one of the possible precipitating factors of cardiac 
arrest were performed on dogs and rats. The animals were given 
breathing mixtures of 30 to 45% carbon dioxide. Despite re- 
peated periods of vagal stimulation, cardiac arrest was never 
produced in the dogs. In three instances, however, ventricular 
fibrillation was noted when after a long period of hypefcapnia 
the dog was allowed to breathe room air. Significant alterations 
in the electrocardiogram always occurred before ventricular 
fibrillation; these included alterations in T waves, increase in the 
intraventricular conduction time, ventricular extrasystoles, and 
auriculoventricular dissociation. Similar electrocardiographic 
changes occurred in the rats: Because of the similarity of the 
electrocardiographic changes of hyperkalemia to those in the 
posthypercapneic period, plasmaepmtassium determinations: were 
obtained in the experimental animals during hypercapnia and 
the posthypercapneic period. There occurred an increase in the 
plasma potassium concentration during hypercapnia, and there 
was a further rise in the posthypercapneic period, at which time 
serious electrocardiographic alterations occurred. It is suggested 
that changes in plasma potassium, associated perhaps with more 
complex disturbances of metabolism in the heart, are the primary 
factors in the pathogenesis of posthypercapneic cardiac arrhyth- 
mias. In an effort to reverse the electrocardiographic changes 
denoting impending fibrillation, 20% glucose and 3% sodium 
chloride solution were given to nine dogs showing these changes 
in the posthypercapneic period. There was a pronounced im- 
provement in the electrocardiogram that paralleled the fall in 
the plasma potassium. In another attempt to diminish the post- 
hypercapneic rise in potassium, piperoxan (Benodaine) hydro- 
chloride, an adrenolytic agent, was given intravenously to three 
dogs in doses of 1 mg. per kilogram of body weight. When this 
drug was given just before the animals were returned to room 
air, the posthypercapneic rise in potassium was prevented. The 
records of 36 patients from the division of thoracic surgery at 
Duke University in Durham, N. C., in whom cardiac arrest 
occurred, were then studied. It was considered possible that 
hypercapnia could have occurred in 21 of the 24 patients with 
cardiac arrest developing from unexplained rédséns. It may be 
possible that hypercapnia is only one of the several ways the 
heart muscle can be damaged in the course of surgical inter- 
vention to the point that it is no longer able to contract force- 
fully. Further studies on metabolic changes during surgery. are 
needed. 


Coronary Disturbances in Arteritis of the Limbs. G. Faivre, 
C. Pernot and R. Lagarde. Presse méd. 62:1515-1517 (Nov. 6) 
1954 (In French) [Paris, France]. 


Fifty unselected patients with obliterating arteritis of the limbs 
were studied clinically and electrocardiographically for the pres- 
ence of coronary disease. Coronary anomalies were found in 
half of them; about one-fifth of these were discoverable only by 
electrocardiography. The severity of the coronary disease was 
great enough to threaten the life of one-third of the arteritic 
patients. If other cardiac manifestations are included that might 
be related to coronary disease, only one-fourth of patients with 
arteritis have hearts that are unaffected. Sixty patients with ill- 
ness diagnosed as coronary disease and arteritis of the limbs 
were also studied; 16 of them were from the previous group. 
There were 42 patients with clinically evident symptoms of 
coronary disorder, 26 of whom had pain. Myocardial infarction 
was demonstrated electrocardiographically in 21 of the 42 cases, 
coronary ischemia in.12, disorders of conduction in 9, and 
dysrhythmias in 12. Eighteen patients of the 60 had asympto- 
matic coronary disease; and there were 10 infarcts in this group. 
The average age of onset of the peripheral ‘arterial symptoms 
was 59 and of the coronary disease 61. The mortality rate of 
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the group of 60 patients was 10.8%, but not all patients could 
be followed up. Of 10 patients operated on despite, coronary 
disease, 2 died several days after operation. There seems to be 
justification for the use of anticoagulant therapy in patients with 
this syndrome, principally in those with subacute forms. Surgical 
management of these patients requires abundant oxygenation 
and antihypotensive measures. Since atherosclerosis is the basic 
causal factor of both elements of the syndrome, dietary and 
therapeutic measures against it should be used. 


Cancer of the Thyroid. W. V. McDermott Jr., W. S. Morgan, 
E. Hamlin Jr. and O. Cope. J. Clin Endocrinol. 14:1336-1354 
(Nov.) 1954 [Springfield, Iil.]. 


Of 190 patients with cancer of the thyroid who were admitted 
to the Massachusetts General Hospital between 1931 and 1951, 
45 had follicular carcinoma, 89 papillary carcinoma, 45 un- 
differentiated carcinoma, 5 epidermoid carcinoma, 3 fibro- 
sarcoma, 2 lymphoma, and one Hiirthle-cell carcinoma. Thirty- 
three of the 45 undifferentiated carcinomas were of the small-cell 
type, and 12 were of the giant-cell type. This classification was 
made according to a method described by Warren and Meissner, 
in which accurate terminology is used and both the microscopic 
appearance and the biological characteristics of the tumors are 
considered. Of the 190 patients, 130 were women and 60 were 
men. The patients with follicular carcinoma were between the 
ages of 19 and 83 years, those with papillary carcinoma between 
the ages of 11 and 76 years, those with undifferentiated car- 
cinoma between 32 and 80 years, and those with miscellaneous 
carcinomas between 37 and 78 years. Cumulative survival rates 
of the three main types of thyroid cancer were calculated accord- 
ing to standard “life table” methods, and survival curves were 
plotted. In the group with papillary carcinoma, 73% survived 
for 5 years, 60% for 10 years, and 45% for 20 years; in the 
group with follicular carcinoma, 71% survived for 5 years, 48% 
for 10 years, and 24% for 20 years; in the group with un- 
differentiated carcinoma, 17% survived for 5 years, 17% for 
10 years, and 17% for 20 years. Although a high proportion of 
papillary tumors occurred in persons in the first four decades 
of life, only three patients who contracted the disease at an age 
of less than 50 years died as a result of this cancer. All the 
remaining patients who died of cancer of the thyroid were over 
50 years of age at the time the diagnosis was established. Papil- 
lary cancer is the only type of cancer of the thyroid that occurs 
in the first four decades of life, and there is distinctly greater 
mortality from this disease if it is contracted after the age of 50. 
Papillary cancer of the thyroid is the type that is actually 
curable in a large percentage of cases provided a rational ap- 
proach to the disease is undertaken and persistent attempts are 
made to eradicate local metastases whenever they appear. Fol- 
licular cancer of the thyroid probably consists of two separate 
biological entities. One type has characteristics of early invasion 
of surrounding structures, and the patient has a relatively short 
duration of life if the disease cannot be surgically eradicated in 
its early stages. The other type is benign from the point of view 
of its local invasiveness, but early in its course shows distant 
metastases that may ultimately be fatal over a period of many 
years. Regardless of the histological type of the tumor, initial 
therapy should consist of total thyroidectomy, with radical neck 
dissection only in the patients with demonstrable lymph node 
metastases. If distant metastases exist, the total ablation of nor- 
mal thyroid function is important, since at present the only hope 
of control of the disease is administration of I'*! after a period of 
thiouracil therapy to induce a greater uptake by the metastatic 
lesion. Some of these metastatic lesions have been surgically 
resectable. Undifferentiated carcinomas grow rapidly and invade 
surrounding structures so early that only in 12 (27%) of the 
45 cases reported on was the tumor surgically resectable at the 
initial admission. Nonetheless, of the 12 patients who were 
operated on, 5 are living and well more than four years after 
operation. Therefore, although the over-all prognosis of these 
tumors is poor and 32 (70%) of the 45 patients died in less than 
a year after the diagnosis was made, a wide resection of an 
operable tumor offers some chance of salvage. In most cases, 
however, all that can be accomplished is to free the trachea 
from the tumor tissue by resecting the isthmus. 
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SURGERY 


Clinical and Experimental Studies in the Treatment of Coronary 
Artery Insufficiency by Internal Mammary Artery Implant. 
A. Vineberg. J. Internat. Coll. Surgeons 22:503-518 (Nov.) 1954 
[Chicago]. 


In experiments carried out in the experimental surgical labo- 
ratories of McGill University, Canada, during the past eight 
years, coronary artery insufficiency was produced in dogs and 
treated by internal mammary artery implants. The left internal 
mammary artery was freed from the chest wall from the fourth 
to the sixth intercostal space. The distal end was doubly ligated 
and transected between ligatures. A tunnel was made in the 
anterior wall of the left ventricle, and the freed portion of the 
artery was pulled into the tunnel and there fixed. The intercostal 
vessels arising from the freed portion of the internal mammary 
artery were ligated, except for the sixth, which was transected 
just before the implant was pulled into the myocardial tunnel. 
The internal mammary artery was thus placed in a tunnel within 
the ventricular myocardium, with an open, freely bleeding inter- 
costal branch. Results showed that (1) the internal mammary 
artery, after implantation into the left ventricular myocardium, 
forms an anastomosis with the left coronary circulation; (2) 
the implant is capable of sustaining life and preventing infarc- 
tion when a major coronary vessel, the anterior descending 
branch, is occluded; and (3) the implant is capable of revascu- 
larizing the myocardium in a high percentage of experimental 
cases. Internal mammary artery implantation was performed in 
12 men between the ages of 36 and 57 years with coronary 
artery insufficiency. Nine of the 12 patients had no angina at 
rest, and 3 were in status anginosus. All were unable to work 
at the time of the operation. Their periods of disability varied 
from 7 to 36 months. Ten of the 12 patients had one or more 
proved myocardial infarction. Of these 12 patients, 9 survived. 
All survivors did not have angina at rest, before the operation. 
Even though two of these patients had had both anterior and 
posterior infarctions, there was still some myocardial muscle 
left to revascularize. Both have done well. At the time of the 
writing of the paper, seven of the nine patients who were in- 
capacitated before the operation were working. Three had slight 
pain on severe exertion, and five were completely free of pain. 
Clinical estimation of the amount of myocardial muscle remain- 
ing to revascularize is most important. Exercise tolerance studies 
combined with fluoroscopic and electrocardiographic studies help 
to estimate the myocardial reserve. There was one failure among 
the nine survivors: The patient still had pain as severe as before 
the operation. It would seem that the internal mammary artery 
was placed in the heart without sufficient slack to allow for the 
movement of respiration. This artery was probably firmly throm- 
bosed. Of the three patients who were in status anginosus before 
the operation, two died 60 and 62 hours, respectively, after the 
operation, and one died of cardiac arrest on the operating table. 
One of the nine surviving patients had had coronary occlusion 
since the operation, without infarction. This patient had re- 
turned to work, and it appears that his mammary artery implant 
probably protected him from death and definitely protected him 
from infarction. 


Cardiopericardiopexy in the Surgical Treatment of Myocardial 
Ischemia: The Operation and Its Results. S. A. Thompson and 
L. A. Akopiantz. J. Internat. Coll. Surgeons 22:551-556 (Nov.) 
1954 [Chicago]. 


Cardiopericardiopexy, a one-stage surgical procedure advo- 
cated for the treatment of diseases that have their basis in myo- 
cardial ischemia, was performed in 85 patients. The operation 
takes place in three steps. Step 1 includes placing the patient in the 
supine position, making a small cutaneous incision over the left 
fifth costal cartilage and carrying it laterally along this cartilage 
to a length of about 7 or 8 cm., exposing the costal cartilage, 
and excising a 5 cm. segment of the cartilage. Step 2 exposes 
the anterior mediastinum, including the pericardium. In step 3 
the pericardium is opened, the sac is explored, 2 to 4 drams 
(56.7 to 113.4 gm.), by volume, of sterile dry magnesium silicate 
powder (U. S. P. talc) are spread over the anterior surface of 
the heart and around its borders, and the surgical wound is 
closed. The operation can be completed in 30 minutes or less. 
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The foreign body reaction, which is invoked by the talc intro- 
duced into the pericardial sac, reflects itself in a rise of tem- 
perature and involves the lungs, pleura, heart, pericardium, and 
mediastinum. The temperature may rise as high as 104 F (40 
C) and subsides gradually within 10 days. Pulmonary consoli- 
dation in the form of interstitial pneumonitis begins after the 
first operative day, but the patient is not dyspneic or cyanotic. 
The mediastinitis that makes its appearance from the first post- 
operative day is demonstrable roentgenographically by bulging 
mediastinal outlines and gradually resolves. Extensive adhesions 
form between the myocardium and the pericardium, but the 
adhesive granulomatous pericarditis that has been established is 
a benign, beneficial, and permanent sequela that is directly re- 
sponsible for the increase and maintenance of myocardial vascu- 
larity. There were six operative deaths, which were attributed 
to active infarction present but unrecognized at the time of the 
operation. Two of the six patients died within 48 hours after 
the operation and one within a week from rupture of an un- 
healed infarct. Three had attacks of coronary occlusion subse- 
quent to the surgical intervention and died as a result of the 
process. Those patients who survived the operation for two 
months or more weathered subsequent attacks of coronary occlu- 
sion, and only one of these died a “sudden coronary death.” 
Passive congestive heart failure occurring from one to seven 
years after the operation accounted for six deaths; nevertheless, 
the clinical impression was that the operation prolonged the 
lives of these patients by delaying the onset of terminal conges- 
tive failure. Ninety per cent of the patients subjected to cardio- 
pericardiopexy were improved more than 50%, and 40% were 
improved more than 75%, as shown by decrease in anginal pain, 
increase in exercise tolerance, and return to a former or some 
other gainful occupation. Statistically, cardiopericardiopexy con- 
tributed five years to the life of the average patient who under- 
went the operation. 


Treatment of Cicatricial Stenosis of the Thoracic Esophagus by 
Esophagogastric Anastomosis. P. Santy, P. Michaud and M. 
Mayer. Lyon chir. 49:769-783 (Oct.) 1954 (In French) [Lyon, 
France]. 


Twenty-seven patients with esophageal stenosis were treated 
by side-to-side anastomoses of the stomach and esophagus. The 
stenoses were severe in all cases and had not responded to re- 
peated dilatations. Some patients had had gastrostomies. The 
route of entry used at operation was either thoracic or thoracic 
and abdominal combined. In no case was the stenotic portion 
resected. The most important feature of postoperative manage- 
ment of these patients is continuous or intermittent aspiration 
of the gastric contents by means of a Levine tube. This must 
not be removed before gastric function has definitely returned 
to normal, as shown by roentgenography. There was a high 
mortality.of seven patients in this series: Four deaths were 
caused by technical accidents in operations on patients in whom 
there were complications, and three were less directly related 
to difficulties in anesthesia. Results in the 20 survivors, 14 of 
whom were children, were good or excellent and appeared to 
justify the technique used. 


Tobacco as Cause of Lung Cancer, with Special Reference to 
Infrequency of Lung Cancer Among Non-Smokers. E. L. 
Wynder. Pennsylvania M. J. 57:1073-1083 (Nov.) 1954 [Harris- 
burg, Pa.]. 


Reviewing 1,104 proved cases of lung cancer Wynder found 
that, among 979 men with squamous cell cancer, 1.4% of the 
cases occurred in nonsmokers. Among 60 men with adenocar- 
cinoma, 10% were nonsmokers. The respective figures for 40 and 
25 women were 40 and 84%. Interviews with 6,307 patients with 
lung cancer revealed that 1.5% were nonsmokers. Among 6,616 
“control patients” who were interviewed by the same investi- 
gators there were 16.3% nonsmokers. Occupational exposures 
to paint, gasoline and oil fumes, metal dust, wood dust, and 
arsenic are considered as possible causal factors. These occu- 
pational exposures cannot account for the general increase in 
lung cancer. In the absence of smoking, there is no appreciable 
difference in sex incidence nor in urban-rural distribution of 
lung cancer. Following are some of the points that the author 
lists as evidence of the causal role of tobacco smoking in the 
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development of pulmonary cancer. 1. This form of cancer has 
increased as has the consumption of tobacco, particularly in 
the form of cigarettes. 2. The increase has been evident chiefly 
among males. 3. The gradual uptake of smoking by women 
some 10 or 20 years ago is compatible with a slight increase of 
lung cancer among women. 4. The higher rate of lung cancer 
among urban as compared to the rural population is compatible 
with the greater cigarette consumption among city dwellers. 5. 
The characteristic peak of lung cancer in the late 50’s and early 
60’s is compatible with the introduction of a carcinogen some 
30 to 35 years ago. This falls into the time period of the first 
major upward swing of cigarette consumption. 6. Epidermoid 
cancer, either in animals or in man, is but rarely found in areas 
not exposed to extrinsic irritation. It cannot be denied that 
tobacco smoke serves as an irritant to the bronchial mucosa. 
7. Tobacco has proved to be carcinogenic in animal experiments. 
Condensed cigarette smoke has induced epidermoid cancer of 
the skin in nearly one-half of the animals to which the tar was 
applied. Establishing tobacco smoking as a cause of lung cancer 
does not deny the significance of other factors, such as predis- 
position, occupational exposures, and air pollution. However, 
the author believes that specific carcinogens are present in 
tobacco smoke. 


Peptic Esophagitis and Peptic Ulcer of the Esophagus. G. W. 
Ware. M. Ann. District of Columbia 23:616-621 and 664 (Nov.) 
1954 [Washington, D. C.]. 


The continued presence of gastric juice in the esophagus leads 
to esophagitis, digestion of the esophagus, and resultant ulcera- 
tion. The incompetence of the cardiac sphincter mechanism that 
permits regurgitation of the gastric juice may be caused by 
hiatal hernia, surgical procedures involving destruction of the 
cardiac mechanism, a patulous’cardia even without organic dis- 
ease, the secretion of acid juice by aberrant gastric mucosa, and, 
in some instances, by repeated vomiting, the prolonged use of 
Levine tubes, or gallbladder disease. Fibrotic shortening and 
stenosis after ulceration of an esophagus of normal length asso- 
ciated with hiatal hernia is probably responsible for many cases 
of so-called congenitally short esophagus. Pain, which may be 
substernal or located high in the epigastrium, is the commonest 
and most persistent complaint, but dysphagia occurs in a large 
proportion of cases, and regurgitation, as apart from vomiting, 
is well recognized. The constancy of the symptoms in this con- 
dition helps to differentiate it from peptic ulcer of the stomach 
or duodenum. Esophagoscopy is a more accurate method of 
establishing a diagnosis than x-ray examination. Biopsy, which 
may have to be repeated, will clarify the diagnosis in most cases 
in which carcinoma is suspected, although in some thoracotomy 
may be required. Hiatal hernia is commonly associated with 
esophageal ulcer, and the possibility of its presence should always 
be investigated. Gastric or duodenal ulcers are also found in 
many patients with esophageal ulcer, and a few have even had 
combined hiatal hernia, duodenal ulcer, and esophageal ulcer. 
The common complications are those of hemorrhage, perfora- 
tion, intractable pain, and obstruction, which usually accom- 
pany peptic ulcer, whatever its location. Treatment at first may 
be medical, with a bland diet, antacids, and atropine. Alcohol 
and tobacco should be forbidden. Elevation of the head of the 
bed and the maintenance of an upright position by the patient 
will help to lessen the reflux of gastric juice that is largely re- 
sponsible for the condition. Transthoracic repair of an associ- 
ated hiatal hernia will lead to ulcer cure by restoring normal 
function to the cardia and thus’ preventing regurgitation. Re- 
section of the involved area may be necessary for the relief of 
stricture and often gives good results when combined with ade- 
quate gastric resection and a suitable anastomotic procedure. 


Ascending Thrombosis of Abdominal Aorta as Fatal Complica- 
tion of Leriche’s Syndrome. J. K. Johnson. A. M. A. Arch. 
Surg. 69:663-668 (Nov.) 1954 [Chicago]. 


The sudden and dramatic effect produced when the distal por- 
tion of the abdominal aorta is occluded by an embolus is in 
distinct contrast to the insidious onset and seemingly paradoxical 
findings characteristic of Leriche’s syndrome. Occlusion of the 
aorta in Leriche’s syndrome usually begins in early middle age 
and is commoner in men. It often remains undiagnosed or is 
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diagnosed too late for the patient to benefit from surgical treat- 
ment. Early symptoms include fatigability of the lower ex- 
tremities and loss of ability to achieve or maintain an erection. 
Vague lower abdominal pain and intermittent claudication in- 
volving the gluteal region, as well as the thighs and calves, are 
common complaints. Global atrophy of the musculature of the 
lower extremities appears in long-standing cases. Normal color 
and skin temperature are found in the feet and legs at rest, but 
arterial pulsations are generally absent. The loss of sexual func- 
tion, pain radiating downward from the hips, and muscular 
atrophy often suggest a neurological disease, and the vascular 
nature of the condition may be further obscured by the fact 
that the color and skin temperature are normal and by the 
absence of gangrene or trophic changes. These clinical mani- 
festations are explained by the fact that fairly good collateral 
circulation develops with the gradual obliteration of the aortic 
bifurcation. The outlook, however, in patients who are untreated 
or inadequately treated is exceedingly grave, because early and 
adequate surgical intervention is the only method by which 
patients with this syndrome can be saved. The two underlying 


principles of surgical treatment are (1) to aid in opening up . 


collateral circulation by early bilateral sympathectomy, and (2) 
to eliminate the thrombus or actually resect the thrombosed 
vessels. Resectability generally depends on the condition of the 
aorta above the thrombosis; extensive involvement of the ves- 
sel by large atheromatous plaques may make resection and graft- 
ing impossible. An unusual case of primary aortic thrombosis, 
with progressive upward and downward extension of the throm- 
bus, was seen in a 49-year-old man who lived for three and 
one-half years, surviving several episodes of mesenteric thrombo- 
sis, focal myocardial infarction, and several major operative 
procedures. Death finally occurred as a result of massive in- 
farction of the abdominal viscera caused by extension of the 
thrombus to a level above the celiac axis. No reference has been 
found to any other case in which occlusion of the celiac artery 
has occurred. 


PEDIATRICS 


Decrease in Serum Gamma Globulin (Agammaglobulinemia): 
Report of 3 Cases. A. B. Hayles, G. B. Stickler and B. F. Mc- 
Kenzie. Pediatrics 14:449-454 (Nov.) 1954 [Springfield, IIl.]. 


The occurrence of agammaglobulinemia is reported in three 
boys, one aged 5 months and two aged 9 years, who were seen 
at the Mayo Clinic in the course of seven months. In each there 
was a history of frequent infections since infancy. All three pa- 
tients had relatively normal serum protein levels except for 
greatly decreased amounts of gamma globulin. The deficiency 
in gamma globulin was revealed by the use of paper electro- 
phoretic analysis of serum proteins. The 5-month-old infant died 
while under treatment at the clinic. One of the older boys con- 
tinued to have frequent infections despite the administration 
of 5 cc. of gamma globulin every two weeks. The third patient 
has been maintained in good health by monthly injections of 4 
cc. of gamma globulin. The recognition of agammaglobulinemia 
in three patients in the course of seven months suggests that 
the condition has escaped detection in the past because electro- 
phoretic analysis of serum proteins was not done. It may be 
that before the advent of chemotherapeutic and antibiotic agents 
patients who had this condition did not live long enough to estab- 
lish a history of repeated infections. Widespread use of these 
agents and increased awareness of the condition will result in 
the diagnosis of many more cases. The cause of agammaglobu- 
linemia remains obscure, but the authors agree with Bruton and 
associates that the condition may well represent a congenital 
defect in formation of gamma globulin analogous to the con- 
genital lack of specific proteins seen in hemophilia and afibrino- 
genemia. All patients reported thus far have been males except 
for one baby girl. 


Congenital Pyloric Stenosis as a Factor Predisposing to the Ulcer 
Syndrome. O. S. Nielsen. Acta paediat. 43:432-443 (Sept.) 1954 
(In English) [Uppsala, Sweden]. 


In order to ascertain whether peptic ulcer and gastritis occur 
more frequently in persons who previously had had manifes- 
tations of congenital pyloric stenosis, Nielsen questioned 95 
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persons (73 men and 22 women), ranging in age from 25 to 45 
years, all of whom had received medical treatment for con- 
genital pyloric stenosis in a children’s hospital. A group of 100 
hospital patients (77 men and 23 women) of the same age range 
served as controls. In the group of patients who had had pyloric 
stenosis, 28% had gastritis or peptic ulcer, compared with 12% 
in the control group. In addition, the investigation revealed a 
considerably higher incidence of gastritis and peptic ulcer among 
the parents and siblings of the subjects with a history of pyloric 
stenosis than among the corresponding relatives in the contro] 
group. 


Meconium Ileus: New Method of Relieving Obstruction. C. B. 
Olim and A. Ciuti. Ann. Surg. 140:736-740 (Nov.) 1954 
[Philadelphia]. 


Two cases of meconium ileus with associated fibrocystic dis- 
ease of the pancreas are described. In one infant there was com- 
plete obstruction of the small intestine and in the other partial 
obstruction caused by inspissated meconium plugs in the colon. 
As is usual when these patients are operated on, the thickened, 
sticky meconium adhered tenaciously to intestinal wall, gloves, 
instruments, and drapes, and was impossible to remove at ile- 
otomy in the first baby. When a solution of hydrogen peroxide 
was instilled into the ileotomy wound through a urethral 
catheter, however, the meconium was loosened from its contact 
with the intestinal mucosa and was discharged from the ileum 
in the form of a large cast. It is thought that peroxide acts by 
reducing surface tension. Several instillations were necessary to 
complete the process. As a result of this first experience, when 
the diagnosis of meconium ileus with fibrocystic disease of the 
pancreas was suspected in the second infant, hydrogen peroxide 
was administered per rectum, with an excellent result. Appro- 
priate therapy was instituted in both infants for the fibrocystic 
disease, and both did well. The authors believe that infants with 
this condition should be managed in either of the two ways 
described, depending on the location of the intestinal obstruction, 
which can be demonstrated by roentgenography with Lipiodol 
(iodized oil). Resection would be reserved for cases in which 
gangrene has occurred. Medical therapy for children with fibro- 
cystic disease of the pancreas consists of adequate and prolonged 
supportive therapy to prevent chronic nutritional disturbances 
from pancreatic insufficiency, and to prevent progressive pulmo- 
nary disease. This involves careful dietary supervision with vita- 
min substitution, replacement of deficient pancreatic enzymes, 
and orally given antibiotics, which are taken indefinitely. 


The Need for Early Recognition of Congenital Dysplasia of the 
Hip. M. H. Leonard. Southwestern Med. 35:502-506 (Nov.) 
1954 [El Paso, Texas]. 


Congenital dysplasia, subluxation, and dislocation of the hip 
are apparently different degrees of the same condition. The 
dysplastic hip must be diagnosed and treated early in life be- 
cause results of prompt treatment are gratifying, while those 
of late or postponed treatment may be disastrous. All infants 
should have their legs placed in the “frog” position to test the 
hips. Inability to approximate the hip almost to the examining 
table with the pelvis level should immediately arouse suspicion. 
Asymmetry of the thighs with differences in the level of the 
inguinal and buttock creases should also be watched for. Orto- 
lani’s sign (a snapping sound and thump heard when a dysplastic 
hip is forced into the frog position) may occur. In most cases 
of subluxation, if the child is less than one year old and there 
is not frank dislocation, the application of a Frejka pillow fol- 
lowed by dynamic splinting in abduction and internal rotation 
with the Dennis-Browne bar will result in a normal hip. In a 
child between the ages of 1 and 2 years, it is usually necessary 
to manipulate the hip under anesthesia to place the head of the 
femur in the acetabulum in a frog position. This position is 
maintained for three months and is followed by the applicatior 
of long leg casts with a bar between them to hold the hips in 
abduction and internal rotation for a further two to three 
months. Dennis-Browne night splints are then used until an 
acetabulum of sufficient depth develops. In patients in the age 
group 2 to 4 years it is usually necessary to practice preliminary 
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stretching before the hips can be replaced in the acetabulum. 
This stretching is vital, since the use of extreme force at the 
time of manipulation may irrevocably destroy the joint. In chil- 
dren past the age of 4 it is felt by the author that no attempt 
should be made to replace the head of the femur in the acetabu- 
lum. An osteotomy or a shelf operation can be done in later life. 


The Fallacy of the Furred Tongue. B. Gans. Brit. M. J. 2:1146- 
1147 (Nov. 13) 1954 [London, England]. 


A deep-rooted belief exists in both lay and medical minds 
that a dirty tongue, in a child not suffering from an acute ill- 
ness, is of significance. Statistical analysis of the state of the 
tongue in 750 children shows that there is no connection between 
a furred tongue and the state of the tonsils, that of the teeth, 
the presence of a free nasal airway, the presence of cervical 
lymphadenopathy, a poor appetite, or the action of the bowels. 
Similarly, no association can be shown between the state of 
the tongue and a variety of abnormalities ranging from tongue- 
tie to tics and from murmurs to mongolism. 


Complementary Feeds—By Spoon or Bottle? R. S. Illingworth 
and J. Barlow. Arch. Dis. Childhood 29:422-423 (Oct.) 1954 
[London, England]. 


It has been stated that if complementary feeds are given dur- 
ing the period when lactation is established they should only be 
given by spoon. The authors quote Naish among others as say- 
ing: “Once a baby is introduced to the bottle, there is a very 
great danger that it will either refuse the breast entirely, or 
work the breast insufficiently, so that the milk supply is inade- 
quately stimulated.” Since it takes much longer to give comple- 
mentary feeds by spoon, the authors decided to conduct a 
controlled experiment in order to determine whether this method 
of giving complementary feeds is really necessary. One hundred 
full-term babies were studied, 50 being given their complemen- 
tary feeds by spoon and 50 by bottle. It was found that the 
giving of complementary feeds by spoon instead of by bottle 
presented no advantage in relation to the incidence of breast 
feeding and the effect on the mother’s breast milk production. 
The slight differences in the two groups, though not of statisti- 
cal significance, were in favor of the bottle-fed group. 


THERAPEUTICS 


The Value of Rauwolfia Serpentina in the Hypertensive Patient. 
F. A. Finnerty Jr. Am. J. Med. 17:629-640 (Nov.) 1954 [New 
York]. 


The author made a study of 89 hypertensive patients treated 
with rauwolfia alone or in combination with other more potent 
hypotensive agents in an attempt to answer these four questions. 
1. Is rauwolfia therapy superior to simple sedation in the man- 
agement of the milder forms of hypertension? 2. When used 
alone, does it produce a significant modification of organic 
changes, for example, decrease in heart size or regression of 
retinopathy? 3. Does the addition of rauwolfia produce a sig- 
nificant reduction in the dosage requirements of Veratrum viride? 
Are the side-effects of Veratrum reduced? 4. Can rauwoifia be 
substituted for hydralazine in patients who are receiving hexa- 
methonium-hydralazine therapy? Does the addition of rauwolfia 
allow a significant reduction in dosage of either or both drugs? 
The author’s own answers are as follows. 1. The agent used, 
alseroxylon (Rauwiloid), is of value in mild to moderate de- 
grees of hypertension, and results obtained with it were definitely 
superior to those obtained with mild barbiturate sedation for 
reduction of blood pressure and relief of anxiety in patients with 
normal eyegrounds or grade 1 hypertensive retinopathy. In the 
more advanced cases, alseroxylon should be supplemented with 
agents such as alkavervir (Veriloid), hexamethonium or other 
ganglionic blocking agents, and/or hydralazine (Apresoline). 2. 
No appreciable benefit was seen in congestive failure, and there 
was no valid evidence that the status of hypertensive cardio- 
vascular disease was changed appreciably by alseroxylon alone. 


MEDICAL LITERATURE ABSTRACTS 623 


However, on combination therapy congestive failure was found 
to clear in several patients, and there is reason to believe that 
simply lowering the blood pressure slows the progression of 
vascular disease and may in time actually allow regression of 
organic changes. 3. When added to alkavervir, alseroxylon fre- 
quently made it possible to reduce the dose of alkavervir by 
one-third or more, thus reducing the incidence of nausea and 
vomiting and enhancing the hypotensive effect. 4. When added 
to hexamethonium and hydralazine in severe hypertension, 
alseroxylon made possible a reduction in the hexamethonium 
dosage by one-third or more in all but 5 of 21 patients and 
eliminated the need for hydralazine entirely in all but 4 of the 21. 
The blood pressure remained the same or impreved. There was 
a great reduction in the incidence of side-effects from hexa- 
methonium and hydralazine. 


Re-Treatment of Advanced Pulmonary Tuberculosis with Vio- 
mycin. W. B. Tucker. Am. Rev. Tuberc. 70:812-840 (Nov.) 
1954 [New York]. 


Viomycin, in a dose of 2 gm. per day, twice a week, for an 
average of 5.7 months, was given a therapeutic trial in 125 
patients with advanced, highly cavernous, sputum-positive, pro- 
gressive tuberculosis in whom previous antimicrobic multiple- 
drug or single-drug therapy had failed. Of the 125 patients who 
were treated at 16 Veterans Administration hospitals, 31 re- 
ceived viomycin alone, 27 were given viomycin and p-amino- 
salicylic acid (12 gm. daily), 30 viomycin and isoniazid (300 
mg. daily), and the remaining 37 were treated on seven other 
antimicrobic regimens. By grouping patients treated on regimens 
with a common denominator (viomycin with p-aminosalicylic 
acid, streptomycin, or isoniazid), groups of sufficient size for 
analysis were obtained that were reasonably comparable with 
respect to defining characteristics. The incidence of toxic mani- 
festations was determined by careful laboratory procedures car- 
ried out at frequent intervals. A total of 53 manifestations was 
observed in 41 patients (33%), and in 18 patients (14%) it was 
judged necessary to discontinue viomycin therapy because of 
such toxicity. The incidence of serious toxic manifestations was 
almost equally divided between renal, allergic, impairment of 
function of the eighth cranial nerve, and nausea and vomiting, 
with no one toxic manifestation necessitating discontinuation 
of therapy in more than three patients (2.4%). Roentgeno- 
graphic improvement was obtained in 50%, cavity closure in 
25%, sputum “conversion” by culture in 30%, survival in 85%, 
and achievement of arrested or inactive status of the tuberculosis 
in 30% of the patients. The results were almost uniformly 
superior when viomycin was given combined with one or more 
of the commonly used other antimicrobic agents (isoniazid, 
streptomycin, or p-aminosalicylic acid). The poorest results were 
obtained in the groups of patients treated with viomycin alone 
and viomycin with either oxytetracycline or pyrazinamide. 
Roentgenographic relapse occurred during viomycin therapy in 
22% of the patients and in 31% during and after viomycin 
therapy in the course of a total of 122.5 patient-years of ob- 
servation (0.32 relapse per patient per year). There appeared 
to be an association between loss of susceptibility of the patient's 
tubercle bacilli to 10 gamma of viomycin per cubic centimeter 
in vitro and in the incidence of such relapse. The results of 
viomycin therapy in this series of retreatment “streptomycin 
resistant” patients are roughly comparable to other series of 
such retreatment patients. It is concluded that, when there is 
a clinical indication for antimicrobic therapy in tuberculosis and 
the more commonly employed agents (isoniazid, streptomycin, 
p-aminosalicylic acid) are not available for any reason, viomycin 
may be employed as an effective antimicrobic agent in the 
treatment of tuberculosis. Viomycin is less effective than strepto- 
mycin or isoniazid. The toxicity of viomycin, even on a schedule 
of administration of 2 gm. per day, twice a week, necessitates 
careful laboratory control. 
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BOOK REVIEWS 


The Clinical Physiology of the Lungs. By Cecil K. Drinker, M.D., D.Sc. 
Cloth. $5.50. Pp. 84, with 27 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto, 2B, Canada, 1954. 


This book deals in a practical way with many interesting 
aspects of breathing. The first of the five sections covers the 
pulmonary artery and such problems as infarction; the second, 
pulmonary veins and capillaries and such problems as pul- 
monary edema; the third, the bronchi, bronchioles, and asthma; 
the fourth, innervation, neurogenic edema, and other problems 
of regulation; and the last, the scanty existing information 
about the lymphatics of the lungs. The wealth of concrete facts, 
some interesting illustrations, a style free from affectations, and 
a faultless job of editing and printing make this book a 
pleasure to read. It can be recommended to any medical reader 
but should be especially appreciated by medical students. 


University Education for Administration in Hospitals: A Report of 
the Commission on University Education in Hospital Administration, 1954. 
Study inaugurated by Association of University Programs in Hospital 
Administration. Cloth. $3. Pp. 199. American Council on Education, 
1785 Massachusetts Ave., Washington 6, D. C., 1954. 


This is the first section of three reports on university graduate 
programs in hospital administration. The Commission on Univer- 
sity Education in Hospital Administration was created at the 
behest of these university programs in order that they might 
receive an appraisal of their present efforts, counsel, and criteria 
for future planning and was financed by the W. K. Kellogg 
Foundation. This phase of the study presents the findings of the 
commission “in regard to its study of education for administra- 
tion in hospitals as envisioned for the future, its survey of present 
university programs in the field and its recommendations for 
the improvement of present programs as a group.” The report 
is divided into six parts. Part 1 discusses the significance of 
university education for administration in hospitals and the 
relation of special university education to hospitals. The im- 
portance of the hospital in our society and background concern- 
ing the development of the academic approach to preparation 
for administration of these hospitals is emphasized. Part 2 is 
an analysis of the characteristics of hospital administration and 
the qualities required of administrators in hospitals, pointing out 
the nature of administration, conditions peculiar to administra- 
tive work in hospitals, and the personal qualities, skills, and 
knowledge required of administrators in hospitals. Part 3 sug- 
gests a pattern of education and development for administration 
in hospitals that would include (1) a preprofessional period 
requiring a broad and general education in liberal arts and 
sciences; (2) a graduate professional period of nine months aimed 
at developing, in the student, knowledge of organization and 
management and administration in hospitals, competence in 
problem solving in the area of administrative work in hospitals, 
and a basis for dealing effectively with other people individually, 
through understanding of the contemporary economic and 
general social system together with a 12 month graduate pro- 
fessional residency in a hospital under the direction of a pre- 
ceptor selected and supervised by the university; and (3) an 
in-service training period guided, assisted, and encouraged by 
the university and its preceptors. Part 4 deals directly with the 
organization, policies, and methods of the operation of the 
university graduate professional programs, covering an evalu- 
ation of present research, faculty, and admission policies and 
methods, teaching methods, materials and facilities, and elements 
of the budget. The need for additional university programs is 
discussed in part 5. Part 6 synthesizes the commission’s recom- 
mendations for improvement of graduate programs in hospital 
administration. The appendix contains data and charts on the 
background of the study and a description of the method used 
in estimating the employment opportunities for graduates of 
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programs in hospital administration for the period 1952 to 1962 
as discussed in part 5 of the report. The publication of this study 
should stimulate much self-analysis by the presently organized 
programs in hospital administration and afford a point of de- 
parture for programs to be established in the future. The 
emphasis in the report on the necessity for clearly defining the 
function of the administrator in the hospital organization as a 
basis for planning the academic preparation is a logical one. 


Ciba Foundation Symposium on Leukemia Research. Editors for Ciba 
Foundation: G. E. W. Wolstenholme, O.B.E., M.A., M.B., and Margaret P. 
Cameron, M.A., A.B.L.S. Assisted by Joan Etherington. Cloth. $6.75. 
Pp. 297, with 56 illustrations. Little, Brown & Company, 34 Beacon St., 
Boston 6; J. & A. Churchill, Ltd., 104 Gloucester Pl., Portman Sq., London, 
W.1, England, 1954, 

This book represents the proceedings of a symposium held 
in London in November, 1953. Those participating in the meet- 
ing include many internationally known investigators in the 
field of tumor research. Each of the 20 papers is followed by 
an informal discussion. For the most part, these are concerned 
with basic observations on animal tumors and leukemia, with 
an attempt to cover only the recent advances of clinical chemo- 
therapy for leukemia. Nevertheless, most aspects of basic 
research are covered either in the papers or in the discussions. 
Although each paper is a summarization of many years of 
careful work and much thought, enough detail is presented so 
that none is superficial. The bibliographies that follow each 
paper are pertinent and representative. There is an air of 
informality throughout; and the discussions, in particular, make 
for easy, pleasant reading. The last section entitled “Where Do 
We Go From Here?” is timely. Although most of the observa- 
tions have been published previously, they are widely scattered 
in the literature, and this collection in one reference volume 
is of great value. Those investigators who have been doing 
research on leukemia will be familiar with most of the problems 
that are discussed. The book should be of greatest value to 
entrants into the fields of oncology and hematology, but, 
because of the possible future importance of this basic work 
to clinical medicine, most physicians should find it of interest. 


Emergencies in Medical Practice. Edited by C. Allan Birch, M.D., 
F.R.C.P., Physician, Chase Farm Hospital, Enfield, England. Fourth edition. 
Cloth. $7. Pp. 610, with 143 illustrations. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2; E. & S. Livingstone, Ltd., 
16 and 17 Teviot Place, Edinburgh 1, Scotland, 1954, 

Much of the practice of medicine and surgery is based on 
emergencies, whether they are in the young, middle aged, or 
older age groups. This book, to which more than 20 people con- 
tributed, brings together the essential causes of many commonly 
encountered conditions. It is well written and easily read, and 
practitioners who have the book in their library will refer to 
it frequently. There may be some who will disagree with the 
treatment occasionally proposed, but this is largely a matter 
of opinion and in no way interferes with the book’s usefulness 
and acceptance by the practitioner and student. 


Fundamentals of Internal Medicine. By Wallace Mason Yater, A.B., 
M.D., M.S., Director, Yater Clinic, Washington, D. C. This edition pre- 
pared with assistance of William Francis Oliver, B.S., M.D., A.A.C.P., 
Staff Member, Department of Medicine, Santa Barbara Clinic, Santa 
Barbara, California. Fourth edition. Cloth. $13.50. Pp. 1276, with illus- 
trations. Appleton-Century-Crofts, Inc., 35 W. 32nd St., New York 1, 1954. 

This large work, which represents a rather standard textbook 
of medicine, covering the usual fields from infectious diseases 
to neurology, has justifiably occupied an increasingly important 
place in the teaching of undergraduate medical students. It has 
been well revised and brought up-to-date, particularly in the 
sections on cardiovascular and infectious diseases. The style 
is concise and brief, and yet the book offers enough information 
on all subjects presented for students. The book is well illus- 
trated and easy to read. The contributing authors are all well 
qualified in their fields. It can be recommended, particularly 
as a textbook of medicine. 
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QUERIES AND MINOR NOTES 


TEST FOR RHEUMATIC FEVER 
To THE Eprror:—May I have information on the C-reactive 
protein test for rheumatic fever? 
Robert N. Monfort, M.D., East Lansing, Mich. 


ANSWER.—The determination of C-reactive protein in the 
serum of patients with rheumatic fever is the most sensitive and 
the most consistent positive laboratory test that we have for 
rheumatic fever activity. However, in the differential diagnosis 
of rheumatic fever the test is of little help, since C-reactive 
protein appears in the serum in the presence of any inflam- 
matory disease. This abnormal protein can be detected in human 
serum by a capillary precipitin test, using antiserum which is 
obtained by injecting into rabbits crystalline C-reactive protein 
of human origin. The test is described in detail by H. C. Ander- 
son and M. McCarty (Am. J. Med. 8:445 [April] 1950). 


DIZZINESS IN THE MORNING 


To THE Eprror:—A middle-aged man complains that twice dur- 
ing the past year, on arising in the morning, objective dizzi- 
ness developed (room and objects moved about him), with- 
out tinnitus, deafness, or pain; resulting in extreme weakness, 
pallor, nausea, profuse perspiration, anorexia, and slow pulse; 
and necessitating remaining in bed the rest of the day. Physi- 
cal examination is essentially normal. What is the cause? 


Irving I. Crouse, M.D., Buffalo. 


ANSWER.—The most likely possibility suggested by these 
symptoms is a form of postural hypotension associated with 
cerebral ischemia. Ordinarily such a condition is associated with 
a tachycardia, hence in the presence of a slow pulse one must 
suspect an associated heart block. If the pulse rate were below 
40 beats per minute a heart block would be almost certain. At 
times this condition is associated with and aggravated by a sensi- 
tive carotid sinus. If recurrence takes place the following pro- 
cedures might be helpful in establishing the diagnosis: (1) 
electrocardiogram to determine the presence of a heart block, (2) 
blood pressure and pulse determinations in both supine and 
erect positions, and (3) examination of the carotid sinuses to 
test the effect of carotid sinus pressure. Other conditions that 
might be considered are Méniére’s syndrome or labyrinthine 
disease, which at times is not associated with tinnitus or deaf- 
ness. Small cerebral vascular accidents may at times present this 
clinical syndrome but are usually present in an older age group, 
associated with more objective evidence, and persisting over a 
period of a few days. 


NAUSEA FROM TOBACCO SMOKE 


To THE Epiror:—A woman, aged 41, has complained for the 
past three years of nausea only when in an atmosphere con- 
taining tobacco smoke. Cigarette smoke does not cause as 
severe nausea as pipe or cigar smoke. She has worked in an 
office where there is considerable smoking. lf she can work 
close to an open window the nausea is not as severe. 1 would 
like your recommendations as to diagnostic procedures and 


therapy. Ben H. Hollis, M.D., Louisville, Ky. 


ANSWER.—Cigar and pipe smoke is a recognized aggravating 
factor in the presence of nausea. This fact has been the basis 
for prohibiting pipe and cigar smoking in planes. It is conceiv- 
able that persons who have a particularly sensitive nervous sys- 
tem may respond by nausea to smoke and other obnoxious odors 
without any other intervening factors. No diagnostic procedure 
is applicable in this case. Possibly small doses of dimenhydrinate 
may help this patient. 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


CANCER OF STOMACH 

To THE Epiror:—A patient with inoperable carcinoma of the 
stomach has very little pain and no vomiting but is very 
distressed because he has such a repugnance for food that 
he can hardly force himself to eat a mouthful of food. 1 
have tried B complex vitamins (orally) and dilute hydro- 
chloric acid. Any suggestions would be most welcome. 
Anorexia was the first 2nd has been almost the only symptom. 


Anna W. Perkins, M.D., Westerlo, N. Y. 


ANSWER.—A more or less complete loss of appetite is char- 
acteristically found in patients with extensive carcinoma of the 
stomach. The carcinomatous infiltration of the gastric wall pre- 
vents the normal receptive relaxation of the stomach on swallow- 
ing, producing increased intragastric tension and accompanying 
discomfort. These patients often complain of continuous eructa- 
tions of swallowed air and swallowed saliva. The absence of 
hydrochloric acid in the stomach sometimes permits the de- 
velopment of a gastric flora resembling that found in the lower 
part of the small intestine and the colon. Bacterial decomposi- 
tion of stagnant food in the stomach may be partly responsible 
for unpleasant symptoms; this can be alleviated by the oral ad- 
ministration of 1 gm. of succinylsulfathiazole or a similar anti- 
biotic once or twice a day. The administration of 2,000 or 
3,000 calories per day by jejunostomy feeding may in itself 
suffice to cause complete disinterest in the ingestion of food. 
Chlorpromazine [10-(y-dimethylaminopropy])-2-chlorophenothi- 
azine hydrochloride] sometimes produces worth-while palliation. 


TRANSMISSION OF POLIOMYELITIS FROM 
MOTHER TO CHILD IN UTERO 


To THE Epiror:—Please let me know whether poliomyelitis con- 
tracted by the mother after conception has any effect on the 
mental or physical health of the child. 


A. H. Kimmel, M.D., Norwalk, Ohio. 


ANSWER.—The only known hazard to a child in utero from 
nonfatal poliomyelitis infection of the mother is that infection 
may be transmitted to the child. Schaeffer, Fox, and Li (J. A. 
M. A. 155:248-250 [May 15] 1954) review cases of poliomyelitis 
occurring in newborn infants whose mothers had acute polio- 
myelitis at the time of delivery. They report laboratory studies 
on one case indicating that the infection was transmitted before 
birth. Horn (Ann. West. Med. & Surg. 5:93-108, 1951) noted 
an abortion rate of 7.2% among 180 patients who had polio- 
myelitis during pregnancy. This excludes patients critically ill 
or dying. The rate observed was not considered significantly 
above that to be expected in pregnancies uncomplicated by 
poliomyelitis. Anderson and others (Am. J. Hyg. 55:127-139, 
1952) report a follow-up study on 53 infants born of mothers 
who had poliomyelitis during pregnancy. Only two showed any 
congenital abnormality: one had a pyloric stenosis and one, a 
partial paralysis of one eyelid, which was temporary. The study 
was prompted by the known relationship between congenital 
abnormalities and maternal rubella infection during pregnancy. 
No evidence of such a relationship in poliomyelitis was found. 


ATHEROSCLEROSIS 


To THE Epiror:—ZI would like information of significance on 
atherosclerosis, particularly evidence of any benefit from such 
drugs as lipotropic agents, rutin, and aminophylline, which 
are more or less in fashion at the present. 

J. M. Grindrod, M.D., Oconomowoc, Wis. 


ANSWER.—Despite some reports, the evidence of a definitely 
favorable effect of lipotropic agents, rutin, or aminophylline in 
retarding the progression of atherosclerosis is inconclusive. 
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FALLACIOUS BLOOD TEST FOR ALLERGY 
To THE Eprror:—What is the status of blood serum determina- 
tion of allergies? Are such procedures acceptable? 
M.D., Florida. 


ANSWER.—The inquirer does not state specifically to which 
blood tests he has reference. One may infer that he has in mind 
the Escherichia coli agglutination test that has been advocated 
by certain persons in the United States. The test in question 
determines the agglutinative power of the serum of the patient 
on various strains of Esch. coli derived from various sources. 
It is the contention of these workers that when a patient is said 
to be allergic to wheat, or ragweed pollen, or feathers, he is 
actually allergic to a special strain of Esch. coli that grows on 
these individual items. When the patient’s serum agglutinates a 
particular strain the inference is that the patient is allergic to 
the source from which the strain of Esch. coli has been obtained. 
What particular strains of Esch. coli would grow on such 
allergens as crystalline penicillin, aspirin, sulfonamides, local 
anesthetics, and nickel is difficult to visualize. The entire concept 
is fallacious and without a shred of plausibility. 


ACETATE OF LEAD IN HAIR DYES 
To THE Epitror:—Will acetate of lead injure the general health 
when used to color the hair? 
Hugh N. Mayes, M.D., New Albany, Miss. 


ANSWER.—While no positive data are available in the litera- 
ture on the safety of these salts in hair dyes, there is also no 
conclusive evidence that exposure to them under ordinary con- 
ditions of use constitutes a health hazard. Metallic salt hair dyes 
have been used for decades in this country and for even longer 
periods in other areas of the world. Their popularity may be 
due to their adaptability for use in the home. However, the 
precautions in the use of all hair dyes include that they should 
not be applied to a scalp with breaks in the skin or be per- 
mitted to get into the eyes. There seems to be no reason to 
believe that these dyes are absorbed through the intact skin. 
Special care should be exercised in keeping them out of the 
reach of children. 


ODOR ON BREATH 

To THE Eprror:—!/ have seen many cases of chronic, debilitating 
diseases in which there is a fecal character to the odor of the 
breath, even in patients having daily stools. The odor seems 
to originate in the breath that comes from the lungs. They 
have, in some cases, a tendency to constipation, but no gastro- 
colic fistula. What is its significance? 

John W. Cooper, M.D., Honolulu, Hawaii. 


ANSWER.—Intestinal gases are absorbed and eliminated 
through the lungs. It has been shown that medicaments inserted 
into the rectum in the evening can be obtained from the back 
of the tongue the next morning. This fact would suggest that 
there is a constant elimination of gases from the digestive tract 
through the lungs. This and the constant growth of bacterial 
flora in the mouth are believed to be largely responsible for 
the problem in question. 


INTRAMUSCULAR INJECTIONS 

To THE Epitor:—I would like competent advice as to the proper 
sites for intramuscular injection. I have experienced consid- 
erable controversy as to the outer upper quadrant of the 
gluteal muscle and/or the lateral aspect of the thigh (fascia 
lata). M.D., Illinois. 


ANSWER.—The outer upper quadrant of the gluteal muscle, 
near the middle of the muscle, is the best place to give an in- 
jection in this area. The lateral aspect of the thigh can be used 
if the injection is given perpendicularly and lateral to the femur. 
That is, the needle should enter the anterior lateral aspect of 
the thigh in a perpendicular posterior course. For small intra- 
muscular injections the deltoid muscle may be used, and rarely 

the pectoralis major muscles can be used. 





J.A.M.A., Feb. 12, 1955 


BLEEDING PEPTIC ULCER 

To THE Epiror:—Are there any contraindications to the use of 
histamine for gastric analysis? What is the accepted manage- 
ment as regards diet, antacids, and antispasmodics for a case 
of recently bleeding peptic ulcer in which the patient is not 
in shock? There are some who withhold food for 24 hours. 
Some physicians maintain that old-fashioned tincture of bella- 
donna is worthless as an antispasmodic and that it causes 
severe gastric irritation. M.D., New Jersey. 


ANSWER.—Untoward results of the use of histamine for gastric 
analysis are not known. The management of a recently bleeding 
peptic ulcer varies with the extent of the hemorrhage and the 
condition of the patient. If hemorrhage is mild and the patient 
is in fair condition and not nauseated, food in small quantities 
(such as warm malted milk in 1 oz. [about 30 ml.] doses every 
hour during the day) may be given within 24 hours. Otherwise, 
it is usually wise to wait 24 to 48 hours before giving any food 
orally. It is not believed that tincture of belladonna diluted with 
water causes gastric irritation, and experience shows it to be 
valuable as an antispasmodic. 


TEMPERATURE OF LAPAROTOMY PADS 

To THE Eprror:—Other factors being equal, what is the effect 
of the temperature of laparotomy pads in producing ad- 
hesions? Have any controlled observations been made on this 
subject? M.D., Kentucky. 


ANSWER.—Kredel and Smithey (Surgery 10:45-48, 1941), in 
carefully controlled observations in dogs, demonstrated that 
abdominal pads at body temperature (35 to 40 C) produced 
minimal adhesions. Pads at 45 C produced adhesions of 
moderate extent, and pads at 50 C produced severe serosal 
damage. 


RECONSTRUCTION OF FALLOPIAN TUBES 


To THE Epiror:—I feel that Dr. Moroz of De Land, Fla., was 
answered inadequately when he asked about plastic surgery 
for reconstructing ligated fallopian tubes in THE JOURNAL of 
Nov. 27, 1954, page 1298. I would like to pass on to him 
my experience in a case. The success of this operation depends 
greatly on the type of Sterilization procedure that was 
originally performed. If there is a good proximal stump of 
tube to work with (as there would be using the Madlener, 
Pomeroy, or even the modified Irving technique), one can 
more easily attempt the reanastamosis; but if a cornual re- 
section with removal of the interstitial portion of the tube 
was performed, the technical difficulties are greatly multiplied. 

The patient had had a section of tube removed but fortu- 
nately had a good proximal stump. Both of the severed ends 
were excised so as to expose the patent lumen of the tube. 
Then a length of silkworm gut was threaded into the lumen, 
one end passing proximally into the uterine cavity and the 
other through the distal tube and out the fimbriated end. 
Handling the tube as gently as possible, several interrupted 
cotton sutures were placed through the serosal surfaces of 
the separated segments of the tube and then tied so as to 
approximate and reunite the tube. The same procedure was 
done on the opposite side. The silkworm gut extending from 
the fimbriated end of the tube was threaded on a Straight 
needle and brought through the abdominal wall at the level 
of the normally placed fimbria. Not knowing exactly how 
long to leave the silkworm gut threaded through the lumens 
of the tubes, we removed one piece in 10 days and the other 
in 14 days. They were removed in the office by simply puiling 
on the loose ends. The patient became pregnant four months 
after the operation, but this pregnancy unfortunately termi- 
nated in spontaneous abortion. However, ultimate success was 
finally attained; she was delivered of a healthy baby after an 
uneventful pregnancy, two years after operation. Because of 
the paucity of literature on the subject, 1 hope this information 
will be of value to other interested persons. 


Jack T. Turpin, M.D. 
406 Medical Dental Bldg. 
Bremerton, Wash. 

















